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when the patient was on the verge of syncope and extremely 
palhd Imm ediately foUowmg admission to the ward a blood 
coimt was made, the red count 3neldmg 1,260,000 erythrocytes, 
with hemoglobm 20 per cent and leukocytes 15,300 There 
appeared to be no air hunger or restlessness He was fully 
consaous and able to give an mtelhgent account of his recent 
expenences The rectal temperature was 99° F , pulse 90, regular 
and tense A review of the patient’s past history revealed n6 
madent hkely to have a beanng on the mtractable epistaxis 
except the interesting and possibly significant fact that m early 
youth he had been under medical care for several months on 
account of “kidney trouble” with albummuna and dropsy 
After discharge from observation the unnary condition was 
never reinvestigated and his dropsy never recurred The sur- 
prismg thing that immediately struck the attention was a he- 
aded tension and mcompressibility of the radial pulse — not a 
thing to be expected m one so profoundly anemic The pal- 
pable arteries generally gave to the finger the impression of 
marked fibrosis The blood-pressure proved to be 178/80 
His heart was found enlarged m its transverse diameter, the 
second ^ortic sound was sharply accentuated and there was a 
general blowing systolic murmur Ophthalmoscopic examination 
revealed a pale but normal fundus except for very evident fibrosis 
of the retmal arteries The urme was scant m amount, the 
specific gravity 1 014, plain reaction for albumm and m the 
sediment a few red cells and leukocytes and moderate number 
of casts 

A diagnosis of chrome nephntis with hypertension and post- 
hemorrhagic anemia was made Stnet qmet was enforced, a 
sedaUve admmistered, and a glucose sahne proctoclysis ad- 
nimistered by slow dnp 

On the third day after entr)’- epistaxis recurred, but jnelded 
qmckly to control, not, however, before the blood count had been 
still further reduced to 1,140,000 per cubic rmlhmeter There is 
reason to beheve that considerable blood had run backward mto 
the pharynx and been swallowed, as the stool next day was 
heawly charged theremth The blood chermstry revealed high- 
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grade azotemia, urea nitrogen being 187 mg per cent , total 
non-protein nitrogen 328 mg , and blood creatmin 12 5 mg The 
blood Wassermann was reported negative 

There was complete anorexia, so that it was difficult to mtro- 
duce even llmds The patient slept a great deal and when awake 
appeared mdifferent and stupid He complained of persistent 
nausea and vomited daily On the eighth dav bleedmg began 
again from the nght nostril, and was reported by the rhmologist 
as coming from the areaofKiesselbach, much of the blood escapmg 
mto the pharynx and down the esophagus The area of bleedmg 
was cauterized and the nght nostril packed Seven hundred 
C.C of whole blood was given by transfusion from an appropnate 
donor Followmg this transfusion the patient’s count rose to 
1,500,000 and hemoglobin to 40 per cent Withm a few hours 
after nght nasal bleedmg had been controlled a sharp hemor- 
rhage began from the left nostnl which, m turn, requured packing 
His blood count now stood at 1 320,000 and his blood pressure 
150/80 Epistaxis did not recur the next day after removal of 
packs from both nostrils, but the patient’s toxeima deepened 
rapidly into coma with muscular twitching, slow labored 
breathing, and finally death m uremia, forty-eight hours after 
the last hemorrhage A few hours before death the total non 
protem blood-mtrogen reached 404 mg and COj combmmg power 
32 4 per cent Necropsy was refused 

Consideration of the fragment of this patient’s chnical history 
represented by the foregomg account of its termmal stage will, I 
think, convmce one that chronic nephritis had existed for a long 
tune, perhaps from early youth and possibly from the illness 
represented as “kidney trouble with albuminuria and dropsj” 
which occurred dunng that age period Well-established vas 
cular and cardiac alterations existed as evidence of a serious 
constitutional disturbance operatmg throughout a lengthy penod, 
and the high concentration of blood nitrogen derivatives testified 
to the advanced state of renal function impairment The prog 
less of his nephritis had been characterized by such latencj of 
symptoms as to leave him in ignorance of its existence until the 
onset of epistaxis That this came from a small arterv there 
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can be no doubt Such severe repeated and mtractable hemor- 
rhage practically never comes from capiUanes or vems ivithm 
the nose, but from small artenes, the walls of which are under- 
mmed by disease The profound secondary anemia resultmg 
from so much loss of blood by imposmg a further handicap upon 
the kidneys as well as through its effects upon nutntion sufficed 
to hurry along the uremia and retention acidosis that terminated 
hfe As the event proved m this case, epistaxis constituted a 
complication which cut short what otherwise nught have been a 
longer chnical histor}'^, although most certamly one that m the 
end must have termmated m urerma but by a more gradual 
course 

An effect somewhat out of the ordinary resultmg from the 
anemia induced by severe epistaxis is exemplified m another 
patient who was fifty years of age at the time of his death 
For four years this gentleman had been under my obsenmtion 
with elevated blood-pressure, the average range of which was 
about 180/115 He had a bad cardiovascular histor}'- on both 
sides of the house, his father and mother both having chronic 
vascular hypertension, the former dying of coronary thrombosis 
and the latter from cerebral apoplexy One year before his death 
this patient had his first attack of angma pectons This was not 
repeated until the events about to be recorded, although during 
the mterun he had many mild discomforts of angmal nature, 
especially if he overexerted or indulged in alcohol to excess, which 
he persisted m doing despite warnings The urmary findings 
and blood nitrogen were normal and the Wassermann test nega- 
tive Dunng September, 1928 he developed epistaxns After 
two prehnunary slight and easily controlled nosebleeds he experi- 
enced a severe prolonged hemorrhage which required tamponing 
of both nostnls for control The loss of blood was so severe as 
to reduce his count to 3,000,000 and his hemoglobin to 50 per 
cent Almost immediately foUowmg this hemorrhage he had a 
severe angma and this recurred so frequently thereafter as to 
make his hfe rmserable until his sudden death in December from 
coronarj" occlusion 

Although he did not experience a second severe epistaxns 
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there occurred e\erv few da>s slight bleeding from the nose 
lasting from a few minutes to half an hour, yielding to control 
bj direct pressure This loss of blood sufficed to prevent a return 
of the count to normal since it never rose again abos e 3,500,000 
In this case it appears likely that the anenua suddenly pre- 
apitated bv severe loss of blood from nasal hemorrhage aggra- 
V ated the angina and hastened the patient’s death from coronarv 
occlusion His prevnous history of high blood pressure for sev eral 
J ears and angma extending over a year or more pomts to estab- 
lished vascular and mjocardial damage That his coronary 
circuit must have been considerably narrowed by sclerosis seems 
evident enough in view of his substernal pams on exertion and 
followmg indiscretions Coronary ischemia eaailv induced by 
effort and exatement bespeaks a prettv narrow margm of resen e 
in the coronary arculation A depleted blood added to an 
already sluggish coronary flow might fairly enough, it seems to 
me, suffice to hurry along the fatal termination 

In 1918 Hemck and Nuzum,' in an article on angina pectons, 
called attention to the occasional assoaation of angma pectons 
and severe anemia They state that blood of poor quality 
going through somewhat narrowed coronanes ought favor the 
development on shght provocation of an anginal spell They 
reported four patients with high grade anemia who had perfectly 
typical anginal attacks on exertion Hemck m 1927 reopened 
the subject for discussion, reporting three other similar cases and 
revnewmg the literature ’ From this study Hemck concludes 
that there is occasionally seen a combination of angma pectons 
with severe anemia The combination may, at times, be purely 
acadental At other tunes, though there is usually a groundwork 
for angina in cardiovascular lesions, the anemia is a factor con 
tnbutmg to the production of the pamful seizures 

In the case reported herewith the abrupt and persistent 
aggravation of the angma would appear to be more than mere 
coinadence. What part the anemia plaved in inducing the 
coronary occlusion is more of a conjecture 

‘ Herrick and \urum Jour Amcr Med Assoc. 70 6/ 1918 

* Herrick, J B Tran* Aw)C. of Amcr Ph>s %-d 1 xlii p 23 
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THE NEUROLOGIC ASPECT OF OPTIC NEURITIS 

The synonymous use of the terms “optic neuritis,” “choked 
disk,” “papdledema ” “papilhtis,” and “neuroretmitis” has led 
to such confusion of chnical mterpretation that a careful anal 
ysis of the hterature is almost impossible Even were we to 
accept a dear differentiation between papilledema, papilhtis, and 
optic neuntis, the difficulties encountered m their diagnosis have 
as yet not been surmounted Although, perhaps rdatively 
simple to the ophthalmologist, I am sure that most of the 
neurologists wiU agree that ophthalmoscopic exammation does 
not permit of the ready differentiation of papilhtis from papille- 
dema It IS difficult to determine whether a papilledema has 
been followed by a local toxic change produang a superimposed 
papilhtis I have found it particularly difficult to determine 
whether we were dealmg with an early papilledema or papillitis 
Similarly, to determme whether an opUc atrophy was present m 
a subsidmg papilledema, or whether the papilledema was super- 
imposed upon an optic atrophy When one is not privileged to 
examme a patient at frequent mtervals from the onset of dis 
abihty, the presence of a papilledema complicated by the wide- 
spread changes of a superimposed papilhtis or neuroretmitis 
offers many pitfalls m diagnosis 

Many adjunctive signs are, of course, useful, visual acmtv, 
sire of bhnd spots, and penmetnc fields frequentlj are of assist- 
ance, but just as often one is misled I need not stress at this 
tune the well-known fact that visual acuit> is preserved for a 
considerable tune m the presence of a papilledema Nor is it 
necessary to call attenbon to the fact that spontaneous recession 
of a papilledema rarelv occurs, and that where it does it is asso 
J87 
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ciated with syphilis, brain abscess, solitary tubercles of the 
brain, and tumor suspects, ordinarily classified as pseudo tumor 
It IS exceedingly hkely that in many of these cases a papiUibs 
was present 

Illustrative of this, a child rather quickly developed a marked 
inco ordination of gait due to cerebellar dysfunction, at the 
same time a marked behavior disturbance was noted He be- 
came impatient, fretful, easily angered, markedly restless, and 
destructive, cried and shrieked Aside from cerebellar ataxia 
httle was found upon neurologic exarmnation A moderate 
degree of what appeared to me to be a papilledema was present 
The cerebrospinal flmd was essentially negative The cereheUar 
ataxia was so marked that a supratentonal tumor was suspected 
Because of the marked change m behamor it was felt that further 
observation of the ophthalmoscopic findings should be made, 
and if they receded that operation should be deferred Not only 
has the papilledema receded, but withm a few weeks cerebellar 
ataxia has markedly diminished 

Of course, one cannot make a positn e diagnosis in this case 
as well as in the case of a patient of Dr Bernard Sachs of 
New York, where a boy, aged nme years, presented many of 
the symptoms of a cerebellar neoplasm, and a bilateral papille- 
dema of 5 diopters There, as in our case, there was a pro- 
gressive recession of the papilledema 

Papilledema occurs chiefly m brain tumors, but it occurs 
also in hydrocephalus, cerebral abscess, tuberculosis, and syph- 
ilitic menmgitis, in memngitis serosa, Quincke’s edema and, 
rarely, m infectious meningitis It is seen m cerebral hemorrhage, 
basilar, particularly late subdural hematoma, pachymeningitis 
hemorrhagica, sinus thrombosis, marantic and infectious, per- 
haps in assoaation with a secondary hydrocephalus, cerebral 
aneur^’^sm, deformities of the skull, such as oxycephalus, rarely 
in nephnPs, artenosclerosis, chlorosis, polycythemia, leukemia, 
and scorbutus, m some infectious diseases, as whooping-cough, 
tetanv, lead palsy, in some cases of infectious myelitis, sinus 
disease, Basedow’s disease, multiple sclerosis and encephalitis 
lethargica 
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It IS obvious that in many of the diseases mentioned what 
has been reported as papilledema or choked disk probably was a 
papiUitis Tor example, the cases following sinus disease which 
produce a pen or interstitial neuntis or a papilUtis, cases 
occumng in infectious diseases, man> of the cases of syphilis, 
multiple sclerosis, lead pals\, mjehtis Basedow’s disease, neph 
ntis, artenosclerosis, at times in chlorosis, and so forth The 
rantj of the occurrence of the latter group m general may be 
noted from its occurrence in multiple sclerosis when up to 1911 
only 9 cases had been recorded 

Parentheticallv, the procedure of determining the cerebro 
spmal fluid pressure to differentiate a papilledema with a high 
pressure from a papilbtis with a normal pressure cannol be con 
demiied loo strou^lv 

In deadmg what 1 should present to you today I felt that a 
discussion of a few problems dealing with difficult situations 
would be more profitable than a collective review, and I have 
therefore taken in alphabetical order the first 100 cases of brain 
tumor from the service of Dr Loyal Davis, who has generously 
penmtted me to analvze this material A number of these 
patients were examined by me In addition, I have selected a 
group of some twenty -one tumor suspects, whose cases offered 
several problems in diagnosis, ten brain abscesses, and a few 
other cases 

Although papilledema is most frequently found m brain 
tumors. It IS necessary to note that absence of a papilledema does 
not exclude this diagnosis providing other signs are present 
The frequency of papilledema varies shghUy m its notation in 
different clinics, dependent upon the material, the care used in 
verification of tumors, for example, the mclusion of tumor 
suspects m the group of unv enfied tumors changes the statistics 
matenally and the disproportion of pituitary adenomata, chias 
mal tumors, and so forth, in a small senes does the same. 

In these 100 cases 84 w ere v enfied histologically, and 16 were 
found, but unverified In the verified group 714 per cent 
showed papilledema In all the cases 73 per cent showed 
papilledema Excluding 9 cases of pituitary adenoma and two 

VOI- 13 — 19 
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tumors of the chiasm which, as expected, showed a primary 
optic atrophy, of the remaining 89 cases, 73, or 82 per cent, 
showed papilledema 

Although it is stated that in a general way the papilledema 
often IS more marked on the side of the tumor, this certamly 
was not the case, and no conclusion as to lateral diagnosis could 
be made from these cases 

Although parasagittal tumors are said to produce mcreased 
mtracranial pressure without papilledema, the 1 case m this 
group showed a papilledema of 3 diopters sweUmg with enlarged 
blmd spots It has been noted that prefrontal lobe tumors are 
less frequently associated with papilledema than those of the 
postfrontal region Considermg the temporal lobe tumors, of 
which there were thirteen verified and two unverified, and the 
parietal lobe tumors, of which there were seven vended, it was 
found that of 22 cases, 18 showed papilledema of varymg de- 
grees, whereas the frontal lobe tumors, eleven m number, showed 
papilledema m five, congested disks in two, no change in three, 
and a primary optic atrophy in one case Pitmtary adenomata are 
known to produce primary optic atrophy, unless the capsule of 
the tumor has ruptured, and of the 9 cases mduded here m only 
one, in which the capsule had ruptured, was a choked disk 
observed 

Infratentorial tumors showed a high percentage of papille- 
dema Of fifteen cerebellar henusphere tumors only two showed 
normal disks, and m these cases the tumor was located well 
away from the brain stem, all patients suffered severely from 
headache and vomitmg In 8 of these cases a secondary papiUi- 
tis with numerous hemorrhages was seen In general, the more 
marked the secondary hydrocephalus, the more marked was the 
papilledema Secondary'- optic atrophy was seen m 4 cases, 
emphasizmg the great danger m neglectmg early operation 
Only 1 of 8 cases of midlme tumors did not show a marked 
papilledema, and this was the only case which did not have a 
secondary hy’-drocephalus A larger number of the neuronomata 
showed papilledema than would be expected, seven out of ten 
Probably' this occurred because many of these patients with 
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tumor reported to Dr Davis long alter the begmnmg of tumor 
growth, after they had m some instances obtamed a very large 
sue AH of the five midbram tumors showed secondary hydro- 
cephalus and papilledema, although the one mtrapontine tumor 
showed a papilledema because it had occluded the aqueduct 
It must be stated that in general these tumors produce focal 
symptoms long before papilledema occurs 

Foster Kennedy called attention to a syndrome m which 
subfrontal abscesses or tumors caused unilateral loss of sense of 
smell, with ipsolateral opbc atrophy or contralateral choked 
disk Although ongmally alluding to frontal lobe lesions m 
general, Cushing has bnlhantly pomted out its frequent and 
characteristic occurrence m olfactory groove menmgiomata 
Frontal lobe tumors in general have not been found to produce 
the syndrome, whereas in olfactory groove memngiomata at 
some time or other it is probably very frequently present Of 
2 cases, one showed only primary optic atrophy on one side, the 
other an ipsolateral optic atrophy and a contralateral papille- 
dema 

The tumor suspect material may be divnded into cases pre- 
senting symptoms pointmg to a cerebral lesion, of which there 
were 15, 5 cases showing mterestmg signs pomtmg to lesions 
around the chiasm, and three infratentonal lesions Of the first 
group It IS notable that m only 1 case was there a marked pap- 
illedema, m three, a begmnmg papilledema, and m 1 what was 
mterpreted as an optic neuritis 

The group of tumor suspects formed the most mterestmg 
group of cases of alL Many undoubtedly wiU develop symptoms 
or signs leadmg to a correct diagnosis, some of which wdl be 
tumors of the bram Necropsy wiU undoubtedly reveal the 
presence of tumor m some 

Among such cases are mcluded cerebral vascular disease, 
cerebral syphilis, memngitis, encephahtis, abscess, labyrmthine 
disease, aneurysm, nephntic edema, and all of the cases of the 
so-called “pseudo-tumor ” Internal hydrocephalus from causes 
other than brain tumor constituted a large number of these 
cases This may be the result of cachena, nephritis lead. 
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chlorosis, inflammatory disease, perhaps myxedema, and preg- 
nancy The diagnosis of serous memngitis often masks other 
conditions, although angioneurotic edema may be comphcated 
by cerebral disturbance imitating tumor Arachnoiditis, fre- 
quently the diagnosis m tumor suspects, may be but one of the 
signs of some other pathologic condition 

The differential diagnosis of some vascular lesions and brain 
tumor IS often very difficult A man aged thirty-five developed 
a shght paraphasia, then a numbness m his nght side, then 
temporar}'- loss of vision, from which he recovered in a few 
hours He worked through the day, but the next day was un- 
able to write, both because of an agraphia and a numbness in 
the arm Within two weeks he developed an astereognosis and 
dumsmess of the right upper and lower extrermties Upon 
exammation he showed a weakness of the nght side with in- 
creased deep reflexes, the above-mentioned signs, marked emo- 
tional mstabihty, and imtabihty were present Ophthahnoscopic 
examination showed normal disks, the visual fields and blind 
spots were normal The left panetofrontal cortex was explored 
and was found to be softer than usual and of a modified color 
A decompression was left and the patient made a complete 
recover)'’ 

A woman aged fifty suddenly felt dizzy and faint, -within a 
few hours she developed weakness of the left side, and when 
exarmned several days later she had a left heimparesis and at 
tunes would have a left homonymous hemianopsia Opthalmo- 
scopic examination showed blurred margins of the disks with 
engorged vems and exudate along the vessels Operation re- 
vealed shghtly lessened firmness of the nght cerebrum, and 
pathologic report of an astrocytoma was returned 

In the first case we had a slowly progressmg lesion, which, 
despite the normal disks, we felt to be a tumor Nothing was 
found and the patient recovered Of course, syphihs had been 
excluded 

In the second case there was an onset like an embolism 
with slight changes m the disk, and although a tumor could not 
grossly be made out an astroc^doma was present 
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Somenhat similar are the cases m vrhich a differential diag 
nosts must be made between uremia and brain tumor A man 
aged forty seien noted a slight weakness m his face, which was 
so slight that It was considered to be a peripheral faaal palsy 
Muhin a week he developed slight headache and somnolence 
Examination showed very slight weakness of the left arm, 
more marked weakness m the left side of the face and the 
paresis was definitely of corticospinal ongin The non protein 
nitrogen of the blood was considerably mcreased, albuinm and 
casts were present m the unne Ophthalmoscopic exammation 
showed slightly blurred margins, full but not tortuous veins, 
and capillary stnoe about the disk The absence of general 
symptoms and the presence of symptoms of renal deficiency 
pomted to the possibdity of cerebral changes consequent to a 
nephntis Sudden death occurred as a result of a hemorrhage 
into a large ghoma 

Another man aged fifty, with arteriosclerosis, developed se- 
vere headaches. One week later he had a generalized seizure 
and became semicomatose There seemed to be shght weakness 
of the left side of the body Ophthalmoscopic exammation 
showed bilateral papillitis The blood chemistry was essentiallv 
negative A few hvalme casts and a trace of albumin were found 
in the unne, the total amount of which for twenty four hours 
was 1500 c c. A tentative diagnosis of cerebral tumor was 
made, hypertonic glucose solution was administered and was 
promptly followed by the disappearance of the stupor and no 
paralysis was noted when the patient regmned consciousness 
The stupor recurred with more marked paresis, and after a few 
dajfs agam disappeared, leavmg only a papiUitis, and although 
the papent passed from our observaPon, subsequent reports 
indicate that certamlj he did not hav e a cerebral tumor 

Common to most of the cases of tumor suspects is the pres 
ence of large lakes of subarachnoid fluid and thickened, opaque 
leptomemnges The signs and sjmptoms of some of these 
cases pomted to the frontal lobe, as m 1 case with jacksoraan 
epilepsj , paresis, and apathy Some point to the cerebelloponPne 
angle, with signs of vestibular nerve mvolvement corroborating 
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such a locahzation Even at operation one may be misled, and 
once what seemed to be a small tumor of the eighth nerve was 
removed from a man who presented cerebellar ataxia, deafness, 
and loss of vestibular function Corroborative vestibular tests, 
negative blood Wassermann reaction, bilateral papilledema were 
present He later developed a third nerve palsy and the “tumor” 
proved to be granulomatous tissue 

Another man developed tinnitus, vertigo, headache, loss of 
heanng, and loss of labyrmthme function on the left side, with 
cerebellar ataxia No papdledema was found At operation a 
large arachnoidal cyst was found about the eighth nerve Sero- 
logic tests were negative 

Another case was that of a woman who suffered from head- 
ache, tmnitus, and vertigo for two years, who developed vomit- 
ing, unsteadmess of gait, and fallmg to the left Heanng and 
labyrmthme tests pomted to left cerebellopontme involvement 
An ophthalmoscopic examination revealed engorged, tortuous 
vems, but no elevation of the disks An arachnoidal cyst along 
the eighth nerve was. found 

A man suffermg from severe headaches, the cause of which 
had been attnbuted to an mfected sinus which was operated 
upon, developed further symptoms of vomiting, fainting, diplopia, 
cerebellar ataxia, and labyrmthme examination showed signs ref- 
erable to a lesion m the mesencephalon Marked papilledema 
and papilhtis were present Marked internal hydrocephalus was 
revealed on one of the exceedingly rare times ventriculography 
was used Upon cerebellar exploration considerable subarach- 
noid fliud was released from under a thickened leptomeninges, 
and two years afterward he has no \asual disturbance, no head- 
aches, or other symptoms 

The temporal lobe may be mdicated as m this case, wherem 
the patient developed uncmate seizures, preceded by an aura of 
the odor of a skimk He suffered from headaches, showed m- 
creased deep reflexes on the left side, had a bilateral papdledema 
with enlarged bhnd spots, and a concentncaffy dimimshed field 
of xnsion m the left eye Upon operation a large amount of 
cerebrospinal fluid escaped under great tension, the headaches 
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have disappeared, and vision is normal, but the man still has an 
occasional unanate fit 

The following case is of great interest A child dei eloped 
headaches, one month later drowsiness and blumng of \Tsion 
occurred, then stupor, pain m the left eje, and complete loss of 
vision Three weeks later there was pain m the nght eje and 
blurrmg of vision, finally ending within a few hours in complete 
bhndness On the nght side a marked papdledema was present, 
on the left the disk looked pale At operation the nght opUc 
nerve seemed to be about three tunes normal sire, and a large 
flow of subarachnoid flmd occurred It was thought that the 
child was suffermg from a tumor of the optic chiasm To our 
great surprise and joy, insion began to return several days after 
the operation, the fields have progressively enlarged and 20/50 
vision returned m both eyes 

A man aged forty-five complained of loss of mterest, depres 
Sion, difficulty of concentration, but no retardation He was 
thought to be sufienng from an undifferentiated depression 
Several weeks later he suddenly developed dimness of vision in 
the nght eye Upon exammaUon there seemed to be slight 
weakness m the left arm and leg The sense of smell was dimin- 
ished, the nght eye showed a papilledema, the left disk was 
normal, the bbnd spot was enlarged on the nght A nght sub 
temporal decompression was left after an exploration of the nght 
frontal reiealed only a large gush of subarachnoid fluid He 
returned in one y ear showmg exactly the same degree of papille- 
dema and a pallor of the opposite disk Is this a left olfactory 
groove memngioma? The nntenor horns of the \entncle are 
normal m size and position 

A rmddle-aged woman partially tost her sense of smell two 
years before dunness of vision m the nght eye was noted A 
markedly pale disk and central scotoma pointed to a retrobulbar 
lesion She developed a transitory analgesia of the nght oph 
thalrmc division of the fifth nerve, certamly a clear mdication of 
a basilar lesion of the nght antenor fpssa Operation revealed 
a large subarachnoid cyst and nothmg else 

It IS notable that the cases with so-called “arachnoiditis” 
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were assoaated frequently with changes of the optic nerve 
Never were we satisfied that the change was that of a real 
papfiledema CircumpapiUary striae, exudate, hemorrhages m 
the retma were usually present In many of the cases without 
arachnoiditis, and m a few that were reported by the pathologist 
to be encephahtis, no changes m the disks were found Very 
marked changes m the disks with few general or focal signs 
usually pointed to inflammatory lesions, as m the case of a woman 
with some headache, diplopia, failmg vision, deviation of her 
eye to the left, and httle else She had a marked papiUitis with 
many hemorrhages, and was found to be suffenng from cerebral 
syphihs 

In 15 cases of brain abscess only one patient had a normal 
disk, SIX had papilledema, and three papillitis It was noted, 
however, that m addition to the papfiledema, papfihtis was 
supenmposed m 4 cases 

In this connection 2 cases may be mentioned One case 
was that of a child who, after a few days of fever, headache, 
and vomitmg, slowly developed paresis of the left side, stupor, 
rigidity of the neck, and other signs of meningitis The slowly 
progressive and complete hermplegia led to a diagnosis of 
abscess, even after the spmal fluid revealed pneumococci and a 
purulent fluid Operation did not reveal an abscess and the 
disks were normal The patient made a complete recovery 

Another case is that of a man who suddenly developed 
weakness m his right arm, m a few hours in his leg, then an 
aphasia, hemianalgesia, homonymous hemianopsia, and stupor 
His temperature was 102 5° F , and there was a leukocytosis of 
15,000 There was no pathology m his ears or sinuses Rigidity 
of the neck and a Brudzinski sign were present The spmal 
fluid showed 1800 polymorphonuclear leukocytes to the cubic 
nulhmeter The cultures from specimens obtained on three 
successive days were negative The deep-seated lesion suggested 
an abscess, which operation fauled to reveal The disks were 
normal The patient died on the fourth day of filness 

It seems to me that several things have been pomted out 
First, the need for a clear definition of papilledema, papfihtis 
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and optic ncuntis Second, the de%elopment of methods for 
ophthalmologic differentiation of these conditions Third, the 
necessity for close co-ordmation of ophthalmologist and neurolo 
gist, to the end that careful and sustained observation will aid 
m the differential diagnosis of the existence or ahscence of tumor, 
of the existence of other intracranial diseases, of the localization 
of the tumors, and of the differentiation of mflammatory bram 
disease 
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THE ANEMIAS OF INFANCY 

I WANT to discuss for you this mommg the question of 
anemias in infancy So much has been wntten on this subject 
that I can scarcely hope to do more than present the unsohed 
problems and try to summarize the subject m such a way that 
it will be comprehensible 

The old idea of the anemic child was that any pale child 
was anemic This, of couser, is fundamentally wrong Pallor 
13 a symptom of anemia, but it is not anemia The pallor is 
due to decrease in the amount of hemoglobin beneath the sur- 
face of the skin This decrease may, of course, be due to anemia, 
but on the other hand, it may be due to a temporary or sus 
tamed contraction of the peripheral vessels Again, our ideas 
of anemia m childhood have changed materially with the ac- 
cumulation of data regarding the normal m the blood picture 
It will be seen from the table of Lucas that there is a marked 
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vatiation m the normal both m respect to hemoglobin, and red- 
blood cormt, and white-blood count in the vanous ages of mfancy 
and childhood We, therefore, cannot use the adult normals as a 
gauge of the mfant’s blood, but must use data on the child 
But even here the variations are quite marked and we must be 
careful m our interpretation of the facts presented us in a given 
case 

There is another side to anemia m infancy which I have 
never seen emphasized How many times have all of us seen 
at autopsy the body of a poor, marasnnc mfant, the organs of 
which were defimtely pale, and yet the blood-count before 
death showed that the hemoglobm and red cells were not only 
normal, but a defimtely high normal Can one say that simply 
because this child had a high blood-count it did not have 
anemia? Personally I think not Anerma is not determined 
by blood-count, but by blood-volume and blood-count in their 
relations to the body tissue Therefore, it does not seem un- 
likely that children may in certam mstances have a high blood- 
count and yet be anermc This phase of the question we will 
not discuss further here except as mstances anse which can be 
explamed only on this basis Untd we get better climcal methods 
for determimng blood-volume we are not going to be able to 
really get at the fundamental questions of anemia At the 
present time we are forced to detemnne the question of anemia 
almost altogether on the blood-count, and the followmg mstances 
which I want to present to you now will be estimated on that 
basis only I shall not mclude in this chnic the matter of anerma 
m the newborn, a chapter as yet almost unwritten, but one 
which contains much mterest to him who is seekmg knowl- 
edge of anemia The number of cases is as yet too few to be 
able to draw adequate conclusions In the anennas of mfancy, 
as in those of older children and adult hfe, we have to consider 
those forms of anemia which apparently are due to some condition 
which can readily be recognized These anemias are ordinarily 
regarded as secondary and spoken of as such The other type 
of anemia is that which m adult hfe is spoken of as primary 
largely because the ultimate cause of this anemia is not apparent 
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Such anemias are occasionally encountered in infancy and form 
a peculiar chapter, in that some of them ore not simulated by 
anemia m later hfe 

Of the secondary ancimas pccuhar to mfancy may first be 
mentioned that type of anemia which we most frequently en 
counter in the premature infant An example of this is little 
Martin L (173211) who entered the Presbytenan Hospital on 
December 10, 1923, at the age of three months The baby at 
the time of entrance weighed 4 pounds and 12 ounces The his- 
tory was that he had been bom m a seven and one haH months’ 
pregnancy and weighed 3 pounds with his clothes on at nme 
days of age He was delivered with forceps, as the membranes 
had ruptured two days before without any sign of labor The 
child had vomited some and had had a cyanotic attack just after 
birth The child nursed for the first month and had a shght upset 
y inch was treated with some pills given by a physician The bowel 
movements became green and watery (it seems likely that 
these pdls must have been calomel) A second physiaan diag- 
nosed aneima and put the child on Nestle s food, the child hav 
ing been taken off the breast during the early part of its onginal 
trouble After this the child became constipated for which it 
yas given syrup of figs and enemas A third physiaan was 
then called who diagnosed indigestion with cohe and put the 
child on Horhek’s malted milk with some methane The gas 
was relieved It was kept on this for about a month and gamed 
shghtly It was then taken to an Infant Welfare Station where 
powdered albumen milk was advised, but there was some diffi- 
culty about taking this 

The physical findmgs in this child are of no importance 
from our standpomt The child entered the hospital with a 
blood count of 42 per cent hemoglobm, 2,250,000 red cells, 
and 7500 white cells 

We see here a rather profound anemia, but, unlike the anemia 
which 13 encountered m most premature mfants, there is no 
tendency for this to be of the chlorotic type This child was 
treated by means of transfusions of whole blood intrapentoneally 
It left the hospital on February 2l3t with a waght of S pounds. 
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2 ounces, and a blood-count of 70 per cent hemoglobin, 3,460,000 
red cells, and 8200 white cells The feeding while m the hos- 
pital consisted of albumen milk with dextn-maltose 

Aside from the fact that this is not of the chlorotic type, 
this child shows the characteristics of a secondary anemia which 
IS so frequently associated with prematurity This anemia does 
not develop before the second or third month and usually from 
then on if not properly cared for shows a tendency to get worse 
rather than better There would seem to be some reason to 
suppose that the anemia of the premature is a deprivation 
anemia As you know, the last two months of mtrauterme hfe 
are those in which the most marked deposit of iron occurs in 
the organs, espeaaUy m the hver and spleen This deposit of 
iron probably acts as a reservoir upon which the mfant may 
draw dunng his first year of life If that deposit is prevented or 
decreased, it would seem that this reservoir would become ex- 
hausted earher and as a result an anemia develops and as so 
frequently happens, it would seem that this anemia would be 
of the chlorotic type The treatment of this type of aneima is, 
of course, comparatively simple The supply of iron to the 
mdividual, if properly absorbed, seems to meet the need and 
results m rather rapid recovery It is very hard, however, m 
the average case to meet this situation by the use of iron by 
mouth, whether m the form of drugs or food It would be diffi- 
cult to say that the failure of such therapy was due to the 
failure m the absorption of the iron from the gastro-intestmal 
tract, but the results from blood introduced intrapentoneaUy 
certamly suggests that such is the case These children ofi’er 
the best subjects for mtrapentoneal transfusion, and unless 
some comphcation anses, such as respirator}'- mfection, etc , 
usually show very'- marked improvement on this method of 
therapy 

Another type of secondary anemia, which is often spoken of, 
IS nutritional aneima In my expenence pure nutritional aneima 
has been of rather unusual occurrence Wdien I have stopped to 
analyze cases of secondary^ aneima which have occurred in my 
wards, I have found very few that would stand the test of 
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searching cnUasm Nearlj everj' case has had m addition to 
nutntional disturbances some history of infectious conditions 
and I, therefore, have found it \en difficult to present to >ou 
a pure case of nutritional anemia It is well known that in 
countncs where goat’s milk is used extensively as a food among 
children, anenua of a rather seiere degree is qmte common 
This anemia is spoken of as goats’ milk anerma I, however, 
have had practically no expenence with goat’s milk in feedmg 
babies and can, therefore, present you at this time no case of 
this disorder which has been adequately studied by me There 
IS, however, in the wards at the present tune this case of bab> 
Edward M (No 229993) nho entered the Presbj tenon Hos 
pital on October 24, 1928, at the age of seven weeks The 
history on entrance was that this child had been havmg four to 
eight stools a day smee birth Ihesc stools have been watery 
at tunes, described as being ‘dike paint,” sometimes of mush> 
consistency, and of a mtxed greemsh > cllow color Very rarelv 
have the stools been formed The mother states that she has 
taken the baby to the Infant Welfare Station smee he was 
four weeks old and has tned to follow the instructions The 
infant has always taken his feedmgs well, but has not gamed 
m weight At birth he weighed 5 pounds, 7 ounces, and at the 
present tune weighs 15 pounds, 8 ounces The mfant occa- 
sionally has a cold The child was bom on September 3, 1928 
at St Luke’s Hospital Its birth weight was 5 pounds, 7 ounces, 
and It cned immediately No mstruments were used and the 
pregnancy was normal m tune Repeated attempts to get 
evidence that the child was premature ha^ e resulted m failure 
The mother says that unquestionably this haby was a full 
term baby The child was given breast milk for the first four 
weeks and then put on a formula of whole milk, water, and 
sugar The baby entered the hospital wuth a weight of 5 pounds, 
9i ounces At the present tune, at the end of two months and 
a half, it weighs only 7 pounds, 5 ounces The child’s stools ha^ e 
been relati% ely normal smee he came mto the hospital and there 
has been very httle vomiting With the excepbon of the last 
few days, his temperature has been within normal limits On 
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January 15th his temperature rose to 102 4° F and on January 
17th got as high as 104 6° F 

The interestmg thmg about this child is that on entrance 
he had a hemoglobin of 95 per cent , red cells 4,330,000, and 
13,500 white cells That was on October 24th No blood-count 
was made on this child agam until November 12th At this 
time the child had shown a gam of approximately ^ pound in 
weight and was m every way much better The color was 
not materially changed, if anything the child had a rosier hue and 
yet at this time the hemoglobm showed 40 per cent , red cells 
2,210,000, white cells 13,400 Why the change? It seems to 
me that this case is one where the volume of blood was reduced 
following diarrhea For a while apparently (from the blood- 
count) this child had no anerma That this was not the true 
state of affairs, but that the blood was concentrated and m- 
suffiaent m amount for the body needs is, I think, the explana- 
tion There is, as I see it, no other way of accounting for this 
marked change in the blood-picture m the course of less than 
three weeks and certainly the chmcal condition of this child 
would not bear out the statement that he was suffering from 
any destructive process which would produce such a lowering 
of the hemoglobm and red cells There was no hemorrhage at 
this tune There was no infectious process and the general 
condition of the baby was far better than at the tune of en- 
trance This child, It seems to me, represents a form of nutn- 
tional anerma which is relatively clear Without any treat- 
ment, without change, so far as its general condition was con- 
cerned this baby gradually became better so that by January 3d 
the hemoglobin had mcreased to 60 per cent , red cells to 3,420,- 
000, with a white-cell count of 9800 I^Tiat the effect of the acute 
upper respiratory mfection, which developed on January 15th, 
wffl have on the blood-picture is uncertain at the present time 
The present blood-count shows 43 per cent hemoglobin, 3,130,- 
000 red cells, 29,550 white cells, 66 per cent neutrophils, 26 per 
cent small mononuclears, and 8 per cent large mononuclears 
The explanation of nutntional anerma is hardly as simple 
as that of the anermas m the premature "While there may 
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be something m the fact that the food of the infant contains 
comparatu e\v little iron, this can scarcely be regarded as the 
chief factor in the production of nutntional anemia If it were 
purelj a matter of deprivation certainly more children would 
develop secondary anemias of a nutntional nature than are to 
be found at the present time If, on the other hand, there de- 
1 clops some tone substance whose action is destnictive to the 
red cells and hemoglobin, such a substance has as jet not been 
rccogmzed It seems to me that it is only on the supposition 
that such a substance is present that we wiU be able to miplam 
these nutnbonal anemias If anemias of this type are purely 
nutntional they will usually react to blood transfusion Many 
of them, however, show a definite tendencj to improve as m 
this case, without resorting to such therapy provided the 
nutntional disturbance is properly treated These cases, how- 
ever, are much more stubborn than those which are encoun 
tered m the premature 

Another question which may be raised regardmg nutntional 
anerma is why should anemia develop m one child and not in 
another, although the conditions of feedmg and environment 
may be practically the same At the present time we answer 
this question dimcally by saymg that there is a difference in 
the constitution of the child However, no one has explained 
as yet the constitutional factors which enter mto the produebon 
of an anemia We are at sea to explain the individual condi- 
bons of this Even m cases of goats’ milk anemia only a com- 
parabvely small porbon of the children taking goats' milk de 
velop anerma There must, therefore, be consbtubonal factors 
in this as well as m other types of nutnbonal anemia 

The third type of secondary anerma m infancy and the 
one which, in my expenence, has been far the most frequent is 
that which is assoaated with mfeebous condibons These, of 
course, are usually mfeebons of the upper respiratorj tract, and 
offer at tunes difficulty m really amvmg at the true cause of 
anerma smee many of these children arc m a poor state of 
nutnbon 

Rose 0 (No 226706) entered the Presbyterian Hospital 
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on July 23, 1928, at the age of two years This child was a 
hlexican and had been sick for four weeks with definite evidence 
of respiratory infection, with cough, fever, and vomiting The 
history was that the child had started ui with pneumonia and 
that the cnsis had occurred two weeks previous to admission, 
but that recovery did not follow and the child still had a cough, 
fever, and vomitmg 

On physical examination she had rapid respiration, the 
respiratory rate being 28, with dilatation of the alae nasi Vocal 
freimtus was absent over the left base, back and front, and 
decreased over the entire left lung Percussion note was dull 
on the left side below the fourth rib m front and below the 
fifth m the axilla and at the level of the fifth spme m the back 
The breath sounds were normal on the nght side, but on the 
left side posteriorly they were absent and over the rest of the 
left lung were distinct and high-pitched The case then was one 
of unresolved pneumonia, the diagnosis bemg confirmed by ^-^ay 
The child recovered and left the hospital on August 16th 
The only history of any previous infection was that of whoopmg- 
cough which had occurred when the child was six months old 
This child showed a hemoglobm of 42 per cent , with 5,600,000 
red cells and 18,150 white cells on entrance This was not 
materially changed and she left the hospital with 48 per cent 
hemoglobin, 5,490,000 reds, and 10,300 whites 

Here was a mild type of chlorotic anemia m an infant two 
years old which was evidently the result of an infection con- 
sisting of lobar pneumonia followed by unresolved pneumonia 
Another case of somewhat more severe type is that of Jacob T) 
(No 199316), who entered Presbytenan Hospital on Apnl 
29, 1926 at the age of eight months He came in because he 
had been vomitmg He had had an mtermittent cough which 
had lasted for four months, dischargmg ears for four months, 
and two weeks respectively, and loss of weight for two weeks 
preinous to entrance E^^dentIy the child had had a rather 
severe mfection mth thrush for two weeks before commg mto 
the hospital At two months of age the child had contracted 
pneumonia from which he recovered without much difficulty. 
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though the cough persisted and he had cncd a great deal since 
The child had had profuse night sweats and continued to be in 
poor health until four months of age when the left ear began 
to discharge, and at five months the child had another respiratory 
attack, probably a pneumonia From this attack he had not 
entirely recovered at the time of entrance Two weeks before 
entrance both ears began to discharge This child was a fid! 
term babv of normal dehvery 

The thmg which struck one on phjsical exaimnation was 
the pallor This was very marked There was some discharge 
from both external auditory canals There were a few crackhng 
rSles at both bases posteriorly and a slightly positi\e d’Espme 
sign There were no other findmgs of note 

This child ran a rather high temperature, going up to 
104° F for the first week in the hospital, and thereafter some 
temperature for another week, which at one time reached a 
peak of 104° F After that the temperature was well 
withm normal for ten da)^, when there was another shght nse 
of temperature for two or three days, which contmued irregu 
larly throughout his course m the hospital It was only m the 
last week that his temperature stayed regularly below 100 
degrees 

This child had a most mterestmg blood count On entrance 
the hemoglobm was 45 per cent , red blood cells 2,180,000, 
white count 30600 There was a marked amsocytosis, with 
nucrocytes and macrocytes, poikilocytosis, and polychromatia, 
with stippled cells, 5 normoblasts and 6 megaloblasts, some with 
double nuclei, were found 

By May 1st the blood count was worse 38 per cent, hemo- 
globm, 2,040,000 red cells, and 36,400 white cells, with 26 megalo- 
blasts and 12 normoblasts On the third the child was giien 
155 C.C of the father’s atrated blood intravenously, by the 
anterior fontanel On the sixth the hemoglobm was 46 per cent , 
red cells 2 230,000, and while cells 12,000 There was only 
I normoblast and 8 megaloblasts m the count On the nmth 
the hemoglobm was mcreased to 57 per cent, reds to 2,480,000, 
and whites to 18,000 Eight megaloblasts and 9 normoblasts 
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were noted On the eleventh another transfusion of 170 c c 
of the father s citrated blood was given with marked improve- 
ment By the fourteenth the hemoglobin was 79 per cent, 
red cells 4,200,000, and white cells 14,800 There was only 
1 megaloblast present 

This increase was mamtamed until June 4th, when the count 
was 81 per cent hemoglobin, 4,260,000 red cells, and 13,200 white 
cells There was still amsocytosis and poikilocytosis, and poly- 
chromatia, but nucleated red cells were no longer present Fol- 
lowmg this, with a change m the infective process, sometimes 
worse, sometimes better, the blood-count varied considerably 
At the time of leavmg the hospital, July 6, 1926, the child had 
85 per cent hemoglobm, 4,410,000 red cells, and 9860 white cells 
The red cells were normal in appearance and there were no 
nucleated reds 

Here is a case of very severe secondary anemia on an mfec- 
tious basis which responded fairly well to the use of intravenous 
transfusion It had many of the characteristics m the blood- 
picture of a von Jaksch anemia There was lack, however, of 
enlargement of the spleen and hver which is so charactenstic 
of that condition This child was seen several times afterward 
and showed no return of his anenna When last seen he was 
strong, robust, and was m excellent general health 

These cases of anemia, secondary to an infectious process, can 
certainly not be explained on the basis of depnvation They 
must be due to a more destructive process of a more or less 
specific nature Any one who has followed the numerous epi- 
dermcs of upper respirator}'- infection knows that in some epi- 
dermcs anemias of a rather severe degree occur while m others 
they are not to be seen in any large numbers This must mean 
that there is a difference in the type of mfection Until we 
know more about the infectious nature and cause of respiratory 
epidermcs we cannot go more deeply into the cause of the anemia 
which IS frequently associated with them It seems not at all 
unlikely that this anemia is due to a toxm, bactenal m nature, 
which has a destructive action on the hemoglobin and red cells 

I want to show you now a little boy of two years (No 232002) 
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who IS at present m the hospital He entered the hospital on 
December 24th, coming in primarily because of blood m his 
unne This had lasted for two daj's He had had some swell- 
ing of the face for four days and of the feet for one day 

Ten days before admission the child developed cold, fever, 
and pam m his nght ear The next mommg the ear began to 
discharge and there had been continuous discharge up to the 
tune of entrance The fever went down after the ear began to 
drain There was a moderately severe cough at the onset of the 
illness but this and the coryza had improved m the past few 
days until two days previously, when he began to appear and 
feel better Four days previously the mother noticed that the 
child’s face had become swollen This had become worse m the 
last twenty four hours Two days before entrance it was 
noticed that the unne was red Smee then all the unne voided 
has been bloody There has been apparently no reduebon in 
the quantity passed and no pam has been associated with 
presence of this blood On entrance the child’s feet were found 
to be swollen This infection was apparently part of the general 
mfecdon of la gnppe which has been gomg around and had 
affected vanous members of the family 

The child on entrance showed much swelhng of the face, 
especially of the eyehds, some swellmg of the feet, and a rather 
rapid heart which was, however, not dilated Aside from a con 
vergent squint which was evidently present before the recent 
illness, there was nothing special on physical exammation 
except the pallor The ears were dischargmg as mentioned 
and the throat was red Here we have a perfectly typical pic- 
ture of an acute infectious process of the upper respiratory 
tract and ears, compheated by acute hemorrhagic nephntis 
The explanahon of the anemia which accompanied this is, 
however not so easy 

On entrance this child had 40 per cent, hemoglobin, 3,440,000 
red cells, and 28,200 white cells On January 7th this hemoglobm 
^lad increased to 47 per cent , with red cells 3,995,000, and with 
white Cells 16,150 Up to that time the child had been making 
steady progress The blood was gradually disappeanng from 
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the unne, there had been no increase m his respiratory infection, 
and the child’s general condition had improved definitely How- 
ever, on January 13th the child showed an increase in the 
severity of his respiratory infection with a rise of temperature 
to 102° F , vomitmg, and redness of the nght ear-drum On 
January 14th his hemoglobin was down to 35 per cent , the red 
cells to 3,350,000, with white cells 11,800 

The analysis of this case is of some mterest Is this sec- 
ondary anenua purely on the basis of an mfectious process or 
IS it due to the loss of blood through the hemorrhagic nephritis, 
or are both factors in the production of the anemia? Probably 
the last IS the true explanation But the expenence at the 
tune of recrudescence of his infection leads one to think that 
the infectious process m this mstance is one which is of para- 
moimt importance in the production of the anenua The marked 
drop m hemoglobm and red cells wnth the recurrence of the otitis 
media, is a strong suggestion that the condition is much more 
hkely due to the destruction of blood through the mfectious 
process than the loss of blood through the hemorrhagic nephritis 

A special type of mfectious anenua which is rather frequent 
m infants is that assoaated with congenital syphihs Two most 
mterestmg cases have come to us m the last few months 

Alfred W (No 229989) entered the Presbyterian Hospital 
on October 24, 1928, at the age of five months He is a negro 
baby with the foUowmg history He had had fever for a day, 
with cough for a few days, and had vonuted once the evening 
before At one month of age the child was taken to the Infant 
Welfare Station and from there sent to a free dispensary because 
of a papular eruption on the palms and soles The blood Wasser- 
mann at that time was strongly positive so the mother returned 
for treatment The child was recommended for hospitalization 
from that chmc Five days before entrance the child began 
to cough The cough became increasingly worse, smce when 
It has become almost contmuous Apparently the night before 
entrance the child had had fever and had vomited its 10 P ir 
feeding 

To make a long story short, the child was suffering from 
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acute bronchitis with asthmatic type of breathing Aside from 
the lung findmgs, the child showed some cervical adenopathy, a 
palpable spleen, and some pigmentation on the palms, soles, and 
back, evidently the remams of the former active lesions of 
syphilis This child ran a temperature for four days thereafter 
and at only one time did the temperature reach 100° F 
He left the hospital on December 5th Dunng his stay in the 
hospital he was given a full course of twelve mtrapentoneal 
mjections of neo arsphenamm, 50 mg each His unne on en 
trance showed manj red cells, with 3+ benadm test This 
cleared up quite rapidly and the blood disappeared wilhm a 
week after entrance Albunim thereafter was present at tunes 
and occasionally granular and hyahn casts were found On 
entrance his hemoglobin was 45 per cent , his red cells 3,610,000, 
and white cells 18,050 Durmg his stay in the hospital without 
any speaal treatment for the anemia and with only treatment 
for his syphihs the blood showed marked improvement, he left 
the hospital with 65 per cent hemoglobm 5,160,000 red cells, 
and 10,350 white cells 

The problem here was how much of this anemia was sec- 
ondary to the syphilitic infection and how much due to the res- 
piratory infection Not only that, but was the hemorrhagic 
nephnUs due to the respiratory infection or was it syphilitic in 
nature? The course m this case does not conclusively prove either 
condition The marked improvement m the nnemia might have 
been due to the rapid recovery from the respiratory infection 
The hemorrhagic nephntis, however, from the course which has 
already been outhned, must be explamed m all probabiht} on 
the basis of the syphihs and not on that of the respiratory in 
faction Two pictures apparently enter mto the production of 
the anemia m this mstance, the acute respiratory infection and 
the syphihtic infecbon 

The second case, howev er, is one which is equallj mterestmg 
and almost parallel in nature This was laura C (No 231632) 
who entered Presbv tenon Hospital on December 11, 1928, at 
the age of six weeks This child came in because of tenderness 
of the knees and elbows. The babj was cared for dunng the 
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first weeks of life by a visiting nurse After the nurse had 
stopped her visits the mother noticed that any manipulation of 
the knees or elbows caused the child to scream with pain No 
other joints appeared to the mother to be abnormal There 
were no other complaints About two weeks after she first 
noticed this pam the mother came to the Central Free Dispensary 
with the child, smce the condition seemed to be worse An 
a;-ray was taken and the blood- test of the baby procured The 
child was a full-term baby, normal dehvery The mother had 
had three children by another husband, all normal On ex- 
armnation this child showed great tenderness of the knee-jomts 
and arms, especially the elbows, a large, palpable spleen, mod- 
erate lymphadenopathy with enlargement of the nght epitroch- 
lear, and a small umbfiical henna The urmalysis m this in- 
stance showed some albumm and blood with an mcreased num- 
ber of white cells The a;-ray showed a marked periostitis in aU 
the bones of both extremities and defimte signs of an epiphysitis, 
very evidently S3TDhihtic m nature This baby on entrance had 
a hemoglobm of 29 per cent , 2,200,000 red cells, and 22,500 
white 

Under the sjqihihtic treatment earned out m much the 
same way as m the previous case the hemoglobm had grad- 
ually mcreased to 40 per cent on January 8th, with 3,790,000 
red cells and 10,400 white The general condition of the child 
had improved The urine had gradually improved, the blood 
hanng disappeared, and the number of white cells reduced to 
a very few 

On January'- 9th the child had a shght rise of temperature 
and developed a rather severe upper respiratory mfection 
The result of this was that on the twelfth the child showed a 
hemoglobm of 36 per cent , red cells 3,540,000 

Here was a case m a baby six weeks old, of a very severe 
variety of sj^hihs with involvement of all four extrermties, 
Parrot’s pseudoparatysis syphihbca, hemorrhagic nephntis, and 
severe anemia In this instance there can be no question as 
to what the cause of the anemia was Unquestionably it was 
secondary to the syphihtic infection The same may be said 
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also of the nephritis The child showed a distinct unprorc 
ment from the former condition, and then had a slight relapse in 
the blood-picture due to the presence of the acute upper respire 
tory mfection 

These 2 cases showed very dcfinitel} a secondary anemia, 
which IS so frequently encountered m cases of congenital syphilis 
It should be mentioned here that the anemia is not alrvaje of 
this simple vanety The chmcal picture may in many instances 
simulate that of a von Jaksch anemia, since the enlargement 
of the spleen and hver is part of the picture of syphdis as well 
as of von Joksch’s anemia and the blood picture does not, m 
some instances, differ matcnally from that of von Jaksch’s in 
that i mm ature cells mdudmg the nucleated red cells, are com 
monly found This type of anemia secondary to syTihihs is, 
however, not common A typical secondarv antoua is found, 
but not often to the same degree as pictured in these 2 cases 

An interesting case which I wish to present to you is that 
of a negro boy nmeteen months old, who entered the hospital 
on August 27th last, and has been there ever smee At the 
tune of entrance the grandmother gave the foUorvmg history 
The second week m June the boy vomited after his breakfast two 
or three tunes Since then he has been voimting occasionally after 
breakfast, but never after any other meal This has been more 
and more frequent so that for the past two or three weeks he 
has vomited two or three morrangs m succession, then missed 
two or three days and started ngam The appetite has remained 
excellent and he was always ready to eat almost immediately 
after vormting The grandmother says he has lost weight dur 
ing this period, she docs not know how much During the 
early part of this month while under treatment advised at 
Mercy Hospital, he gained 1 pound and 12 ounces in ten days 
He picks up between the penods of vomiting, but loses weight 
again when the vormting begins On August 22d and 23d he 
had mne convulsions within twenty four hours These were 
generalized and each was followed by a deep sleep One is said 
to have lasted twenty nunutes There have been no other con- 
vulsions There has been no diarrhea or constipation His 
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stools have contained mucus, but no blood They have been 
either yellow or dark brown, but never green The pregnancy 
and birth were normal, though the mother had measles at the 
time of the child’s birth The child was breast fed for five 
months, after that with condensed milk, and then a cows’-milL 
formula Cereals and vegetables were added later Cod-hver 
oil has been given smce two months of age, but orange juice 
only irregularly The mother who was only sixteen, was suffer- 
mg from tuberculosis m a hospital The father deserted the 
farmly and nothing more was known of him 

On entrance there appeared a welhdeveloped negro child 
who did not appear ill He had a few postenor cervical lymph- 
glands and epitrochlears the size of a split pea There was a 
pecuhar discoloration of the sder® which consisted of mottled 
deep blmsh'gray color m small patches No other eye findings 
were noted The mucous membranes were pale The heart 
showed a slight systohc murmur, but was otherwise normal, as 
were the lungs The abdomen was distended, the hver and 
spleen were not palpable There were some signs of healed rick- 
ets, such as a rosary and rachitic girdle Otherwise nothing 
abnormal was noted 

Durmg his stay m the hospital a slight enlargement of the 
spleen was developed which has continued up to the present 
tune Otherwise the abnormal findings were essentially the 
same as those noted on entrance He is very hvely, active, and 
m a fairly good state of nutrition, as you see At twenty-three 
months he weighs 22| pounds Aside from upper respuatory 
mfections he has had very little in the way of illness since his 
entrance to the hospital At times he seems to have been 
suffenng with abdommal pam, but this does not last long 
During his stay m the hospital he has usually had a shght 
fever rangmg between 99 and 100° T , even when he has no 
evidence of respiratory infection 

A most mterestmg fact which has not come out m the his- 
tory and which was only gamed after his entrance to the hos- 
pital was that this boy was verj'- fond of paint Soon after 
coming into the hospital he found ways of chippmg the paint 
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off his bed and eating it, so much so that we had to wrap 
the entire frame of the bed with bandages ^Vhene^ er he gets 
a toy with paint on it he immediately puts it m his mouth and 
chews the paint off 

The blood findmgs m tbis case are of peculiar interest On 
entrance his hemoglobm was 32 pier cent , red blood cells 2,850,000, 
white cells 27,250, neutrophils 36 per cent , small mononuclears 56 
per cent, large mononuclears, 6 per cent It is interestmg to note 
that basophfls and stippling of the red cells were evident on first 
exaiiunation At that tune twenty four normoblasts were noted to 
100 white cells This situation has continued almost without 
change dunng his five-months’ stay in the hospital He has occa- 
sionally gone as high as 40 or 42 per cent hemoglobm imme- 
diately foUowmg transfusion, but has almost irmn^iately 
dropped back On January 17th it is mterestmg to note that 
hts blood-count was almost exactly the same A on his da> of 
entrance, that is, 32 per cent hemoglobin, 3,110,000 red cells, 
and 19,200 whites, 23 per cent neutrophils, 68 per cent, small 
mononuclears, 3 large mononuclears, and 6 eosinophils To 
each 100 whites there were 8 normoblasts and 1 or 2 stippled 
reds There were also noted nuclear mclusions m many of the 
red cells Durmg the enUre stay m the hospital it has been 
suspected that among other thmgs this might be a case of sickle- 
cell anemia and repeated attempts to find sickle cells have been 
made, this with varymg success Strange to say that the last 
exammation was the most successful, and m the blood which has 
stood for a short tune there were many sickle cells The m- 
terestmg thing about this case is that the sickle cells should have 
escaped observation m spite of dihgent search for so long, that 
IS, the number present was not sufifiaent upon which to make a 
diagnosis until almost five months after his entry into the 
hospital Tlje other facts of this picture fitted very well with 
a diagnosis of sickle-cell anemia, but there arc points which are 
of intcresL The first of these is, as to whether the nucleated 
red cells m such large quantities are to be regarded as m the 
picture of sickle-cell anemia, and is the large number of stip- 
pled reds to be regarded as from the same source, in other words, 
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IS this a case of pure sickle-cell anemia or is it a sidde-ceU anemia 
comphcated by some other form? 

The symptoms and the findmg of stippled cells m the blood 
are strongly suggestive of lead-poisomng, which might easily 
exist following the mgestion of large quantities of paint such 
as this child indulged in For a long while it was thought that 
this case was one of lead-poisoning with severe anerma, but it 
seems now that it probably is a case of sickle-cell anemia with 
perhaps lead-poisoning as a comphcating factor The presence 
of such large numbers of nucleated red cells means, of course, 
that there must be a great deal of stimulation of bone-marrow 
So far we have talked of conditions which for the most 
part show in the history or m the physical findings some factors 
which at least in part give an explanation of the presence of 
anemia We come now to another chmcal condition, the nature 
of which is much more obscure We have seen that m many of 
the more severe types of anemia m infancy, nucleated red cells 
and even megaloblasts are sometimes present We have also 
seen that this immatunty m red cells may also be found in the 
whites We come now to a condition m which with great regu- 
larity both are present Let me bnefly tell you of a case which 
has recently come under my observation 

This baby was first seen on September 8, 1928 when he was 
four months old He was a full-term baby, mstrumental deliv- 
ery, birth weight 7 pounds, 4 ounces He was given breast and 
supplementary feedings for two weeks, then artificial feeding with 
whole milk and Karo syrup, and the addition of casec for the rest 
of the tune He had had some sort of gastro-intestinal dis- 
turbance of a deadedly minor nature Aside from that he was 
perfectly well to all intents and purposes The weight when 
first seen was 12 pounds, 3| ounces, almost exactly 5 pounds over 
his birth weight The father and mother were perfectly well 
and healthy, and this was the only child He had been watted 
by another physiaan who had noted early m August thaL_his 
spleen was enlarged and that he had palpable lymph-glands in 
the axilla and neck 

On the first examination he had 27,300 white cells On 
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August 14th the spleen was definitely larger and the white 
count had nsen to 67,300 On the twenty first this was 46,600 
The blood Wassennann on the child and the parents was nega- 
tive On September 8th the blood-count was as follows 
Hemoglobm 73 per cent , red blood cells 4,160,000, white cells 
39,350 It IS mteresting to note that myelocytes were present 
m the count and also basophils On the first eiairunation when 
he presented himself to us he had an enormous hard spleen 
which reached to 1 inch below the umbdicus The hver hkewise 
was enlarged, but not to the same degree, showing about two 
fingerbreadths below the costal margin There was marked 
general lymphadenopathy 

The only essential change that was made m his diet was 
to add a small amount of spinach water On September 10th 
his count showed 60 per cent hemoglobm, 3,800,000 red cells, and 
35,200 white cells In the smear 3 megaloblasts were noted It 
was also noted that a large percentage of the white cells were 
im ma ture and many could not be classified This has continued 
up to the present time At present he is an apparently strong 
healthy baby He weighs about 18 pounds On Januarj 17th his 
blood-count was as follows Hemoglobm 80 per cent , red cells 
4,300,000, white cells 15,000, polymorphonuclears 44 per cent , 
neutrophils 2J per cent , eosmophils 1 per cent , basophils 5 per 
cent , myelocytes 5 per cent , neutrophihc myelocytes 5 per cent , 
eosinophihc myelocytes 0 5 per cent, basophilic myelocytes 1 per 
cent., small lymphocytes 30 per cent., large lymphocytes 44 per 
cent , large mononuclears and transitionals 9 per cent. There was 
also a shght variation m the size and shape of the nucleated reds 
Platelets appeared to be about 500,000 The spleen and hver 
at this time were not matenally larger m size, but were ap- 
parently not as firm as they were on the previous examination 
To look at the child you would say that vou had a perfectly 
normal healthy baby He has gone through an acute attack of 
upper respiratory infection without matenally affectmg his 
progress What the future holds for this baby one cannot tell, 
but if we may judge by his course m the last four months wc 
may expect a gradual improvement This child has all the 
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earmarks of a von Jaksch anemia pseudoleuksemica mf an turn 
The child has shown this progress without any therapeutic 
measures being employed It is hard to see how the use of a 
small amount of spinach would produce a result such as this 
Some children are apparently much improved by the use of 
blood tranfusions whether it is given intravenously or mtra- 
pentoneaUy 

Another tj^ical case of this was in a httle girl mne months 
of age (No 196192) who came to the hospital on January 18, 
1926, with a blood-picture of 41 per cent hemoglobm, 2,100,000 
red cells, and 3800 to 4300 white cells This child had many nu- 
cleated reds and had exactly the same tendency to immaturity 
m the white cells She stayed m the hospital until March 11th of 
the same year, during which time she had, on Januaiy 26th, 
165 c c of her father’s blood intrapentoneaUy She left the 
hospital in good condition with the blood showing 80 per cent 
hemoglobin, 3,780,000 red cells, and 3300 whites While there 
was some aniso- and poikilo-cytosis, no nucleated reds were noted 
and there were no immature white cells seen She was seen 
afterward and made an uneventful recovery 

That transfusion is by no means always successful is shown 
definitely by another case of a little girl of two years (No 192746), 
who entered the hospital on September 18, 1925 Numerous 
transfusions were given to this child whose blood on entrance 
showed 51 per cent hemoglobin, 3,810,000 red cells, and 28,000 
white This child also showed many nucleated reds and im- 
mature cells She left the hospital on October 16th with a 
blood-count of 83 per cent hemoglobin, 3,910,000 reds, and 3300 
whites Megaloblasts were stiU present and immature white 
cells She had an enormous spleen and hver which persisted 
durmg this entire time 

She returned to the hospital on November 4th very e^^- 
dently worse Her spleen was so large that it pressed on the 
pelvic bones and caused vomitmg by pressure on the stomach 
This vomiting was reheved by reduang the size of the spleen 
by means of a-ray treatments On November 4th, almost 
exactly three weeks after her departure from the hospital, the 
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child showed 47 per cent hemoglobin, 2,380,000 red cells, and 
138,000 white. All the different changes both of red and 
white cells were noted From that time on she went steadily 
downhill m her general condition The lost blood count was on 
Noi ember 23d and showed 33 per cent hemoglobin, 1,730,000 
red cells, and 11,300 white, this m spite of repeated transfusions 
Removal of the spleen had faded to produce any rehef The 
chdd died on November 2Sth No general autopsy was held, 
but examinabon of the spleen failed to show any evidence of 
leukemia 

Here is a child who was given every opportimity to react 
to blood transfusion and yet while there was apparent rehef at 
the start, the condition was not reheved at all in the last few 
weeks of life Between this case and the one previouslv men 
tioned, there is the difference that at no time in the last case 
had the child failed to show nucleated red cells and immature 
white cells What this condition is no one seems to know 
Whether it is a combmation of several diseases or whether the 
whole pitture presented represents only vanation m the same 
disease is still doubtful In my experience it has seemed that 
the younger the child the better the chance of recoyerv I 
haye nev er seen this condition m a child oyer fiye years This 
child died as did most of the children over two years 

We see, therefore, that the anemias of mfancy are varied 
both as to etiology and as to blood picture In some it is un 
possible to detenmne clearlj what the causal factor is In 
others the causal factor is as yet unknown No single form of 
therapy is to be depended upon m all cases Where possible 
the cbologic factor should be treated by removing it This is 
best e.\emphfied m those cases due to congenital syphihs Blood 
transfusion is m many cases a distmct help In some it seems to 
he the means of bimgmg the blood picture back to normal 
In others of apparently the same type and from the same cause 
It 13 ineffective We must, therefore, in treatmg the cases of 
anemia m infancy be very careful m differentiating the various 
causes and mstitute treatment for the anemia itself, according 
to the needs m the mdividual case In mj experience iron, when 
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given in the form of food, is just as effective as iron when given 
in some other form The best exception to this is to be seen m 
the results obtained from transfusion In cases of this type it 
seems to make httle difference m the ultimate results whether 
the blood is given mtravenously or mtraperitoneally, and smce 
the latter method offers so much less difficulty m techmc it is 
to be preferred 

Up to the present time we have used liver or hver extract 
m only 1 or 2 cases and m these we could not say that any results 
were obtamed Whether or not hver extract is of value in 
anythmg other than pernicious anemia is, I think, at the present 
time unproved 
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A GROUP OF MEDIASTINAL CASES 

Caie L — The first patient I wish to present to j-ou today is a roan forty 
year* of age a core malxr by occupation who states that he was perfect!) 
well up to four months before his admission He Is a Bohemian and of not 
overly high grade intelligence, but through one of the nurses who has acted 
as interpreter we think we have a substantially accurate history 

Four weeks ago he was awakened from sleep by the spitting of blood and 
simultaneously was consaous of a severe pain m the left chest He spat up 
about 2 spoonfuls but since that time has not noticed any more During 
the first night he fainted three times and his family had the impression that 
he was very U1 Early m the monung they called a phywaan ^bo ga\*e him 
some roediane after which he felt much better He remamed in bed a 
week after this because of the pain In the left chest which was so severe 
that he could not use hii left antu At this time he bad no fever and did 
not cough much and such cough os he did have was unproductive. The 
doctor he says, gave him some medicine to make hun expectorate but this 
tioes not seem to have produced the desmed results. Since this time he has 
been up and down and has felt very weak and has bad considerable pain 
but hardly any cough He states that one year ago he weighed 177 and on 
admission his tv-eight was 154 and he thinks he has lost most of this if not 
^1 in the last two or three months, 

Cencral and Negaiwe — ^The gastro-lntcstinal symptoms are subatantlallj 
negative except for some eructations and constipation His respiratory 
•ymptoms have been fairly well cot-ered, Smee his admission to the hospital 
hIs cough has been very scanty and of a mucous character At no time has 
blood been observed The thoraac pain still persists and when asked where 
It hurts him he points to the anterior chest region below the left clavicle and 
extending out Into the left arm. When asked he states that he is very short 
of breath and is becoming increasingly so 

He complains of no gemto-urinary or nervous symptoms unle» the 
fainting attacks after his hemoptysis are to be construed as nervous Hit 
habits are rather correct for a man m his stratum of sodety in that he neither 
dnnks nor smokes and is very moderate In his use of tea and coffee 

Past JItstory — ^Ailde from the usual diseases of childhood he has had 
Very few infections and says he has had none since amvnng at manhood 
He denies \‘cncreal infection He has been mamed thirteen year* has four 
VOL. 13 — Ji 3*1 
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children living and well, one child died at the age of one year of uncertain 
cause 

The family history js unimportant 

Physical Plxamtnaltofi — You see before you a reasonably well-developed 
but indifferently nourished man of approximately fifty, w ho has been up and 
about, although not very spry 

Regional Pxamtnalion — The head is absolutely negative Eyes present 
no abnormalities and in particular, no edema or inequality of the pupil 
Neck shows nothing unusual, no adenopathy, no thyroid enlargement 

Chest IS well developed, no bony deformities and no depressions WTien 
we come to examine the lungs we find some rather unusual conditions On 
the right side both m the front and back we have substantially normal findings 
On the left side just outside of the nipple line anteriorly we find an area of 
marked dulness which extends around on the side so that it is almost flat in 
the axilla Over this area the breath sounds are audible but definitely de- 
creased and have a slight bronchial quahtj' A few moist rflies are heard orer 
this area 

Heart — ^Apex beat is palpable m the fifth intercostal space just inside 
the nipple line, and is approximately of normal intensity and extensity The 
tones are a little distant but regular in rhythm, with no adventitious sounds 

Abdomen — This may be disposed of by saying that it is negative in all 
respects 

Extremities — The extremities show no abnormalities 

Reflexes — The usual deep and superficial reflexes are all present and 
normal 

The history, as I haxe just given to you, is that written by the Junior 
Intern on the patient’s adnussion, and it might be of interest to note the 
impression which he had of the case He considered it a pleurisy with 
effusion So impressed was he with the correctness of this diagnosis that he 
made an aspiration of the thorax and obtained to his surprise about 15 c c of 
blood which coagulated immediately He stated that he could have obtained 
a great deal more and that the fluid obtained seemed to be pure blood since 
it coagulated practically immediately 

I saw the case for the first time four days later and was able to confirm 
in a general way the physical examination as it has been read to you How- 
ever, I made the follow mg note 

“Close inspection in a good light shows a definite pulsation in the region 
of the second, third, and fourth nb anteriorly in the left nipple line On pal- 
pation the same thing can be elicited " A more careful inspection of the 
patient in a good light showed that the external jugular on the right side was 
distinctly larger than on the left, but otherwise nothing new was elicited 
On finding this pulsation I need hardly say that our suspicions of aneurysm 
were at once aroused and we took the jjatient immediately to the fluoroscopic 
room where a rather unusual state of affairs was revealed To begin with, 
the heart was pushed over toward the right to a degree that was not at all 
suspected m the physical exanunation The dulness which we had found in 
the first three interspaces and extending out to the nipple line was caused b> a 
large mass casting a \ery dense shadow, as jou will sec in the x-ray in the 
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shadow box (Fig 37) This mass la quite distinct from a difTuse shadow in 
the lower part of the left axilla which is probabU due to either a little fluid 



Fig 37 — Large mass on left side. Note the smooth even upper margin 

or a thickened pleura The Roentgenologic Department wtis inclined to 
think that the pulsation In the mass which could be definitel> made out wtis 
probably a communicated and not an expansile pulsation 


Now that 13 about where the case stands at the present 
moment We may dismiss the idea of free fluid m the left chest 
as bemg responsible for all the sjTnptoms On the other hand 
the diagnosis is by no means so dear as regards this mass itself 
^Vhen the aspiration of the thorax was made by my mtem, what 
did he get into? Either the fluid, if there be any m the chest, 
IS hemorrhagic or what is equally likely since he went m quite 
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far with a long needle, he may have gone into the mass itseE 
I am rather mclmed to the latter hypothesis The a;-ray diag- 
nosis of the case was a probable tumor of the left lung, with a 
small amount of fliud m the left pleural cavity Several more 
a-rays since then brought back the same report Personally I 
regard the case as one of the most interesting from a diagnostic 
standpomt that we have had on the floor for a long time I 
think I can demonstrate to your entire satisfaction that there is 
a defimte pulsation just below the left clavicle to the left of 
the sternum, while shght, it has been found every time it has 
been carefully looked for On the other hand, we have never 
been able to ehat a tracheal tug It should, however, be re- 
membered that even with an undoubted aneurysm a number of 
conditions have to be fulfilled before a tracheal tug can be 
ehated The pulsation under the fluoroscope is said not to be 
expansile, but rather a mere rising and faUing 

Now let us consider the most probable explanation of these 
physical findings First, let us consider the roentgenologic diag- 
nosis of a probable lung tumor This could hardly be anything 
else but a mahgnant tumor, since, as you wiU remember, it 
started with the expectoration of blood and the patient has been 
losing weight steadily ever since To my mmd, however, there 
IS a very senous objection to this, namely, that in the tune he 
has been m the hospital, and according to his statement for a 
long time before, he has had comparatively httle cough and 
only a httle mucous sputum Thi§ is in stnkmg contrast with 
what happens m proved cases of mahgnancy of the lung, where 
we have almost mvanably a persistent cough with a thick, 
tough blood-stamed sputum, often lookmg like currant-jelly 
It IS almost mcredible that a pnmary mahgnant tumor of the 
lung that has once started to bleed should then cease to bleed 
for a long time and cease to produce cough and expectoration 
In other words, while the physical findings might well enough 
be those of a carcmoma of the lung, the history does not fit into 
this diagnosis 

Secondly, we rmght consider the possibihty of a locah/ed 
and encapsulated accumulation of fluid With this possibility 
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in new, we asked the surgical department to see the patient 
with us and I think at first they rather leaned toward this 
explanation Thej made a paracentesis in the antenor axillarj 
fine two intercostal spaces above the point where my intern 
aspirated blood, and again obtamed IS c c o£ blood which 
clotted at once This, of course, made an ordinary accumulation 
of fluid highly improbable and an accumulation of blood would 



Fig 38 — Note how the heart is pushed tveiy o\'er to the right by the m 
creasing size of the mass 

®®ini still more improbable unless a %ery vascular tumor or an 
aneurysmal sac had been tapped by the needle I do not be- 
heve that I stated that the sputum was examined manj tunes 
for tubercle baalh with negative results and that the aspirated 
fluid showed nothing out of the ordinary Now it seems to me 
^t m spite of the fact that the tumor showed no expansile 
pulsapon under the fluoroscope, the most probable diagnosis 
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IS aortic aneurysm There are, however, some objections of a 
very definite nature to this diagnosis The man gives no his- 

tory of syphihs and his Wassermann is negative Yet we had 
a patient m the house a short tune ago with a frankly negative 
Wassermann on many occasions who had an extensive luetic 
aortitis with an aneurysm of the descendmg aorta This, there- 
fore, IS not an insuperable objection It is rather mteresting to 
note that a blood Wassermann on his wife is positive A spinal 
puncture was done on the patient himself with a negative result 
Three Weeks Later — The progress of the case has not been 
great The pulsation is a httle more marked He has lost no 
more weight, his cough is very shght The pain is as great or 
greater, and the roentgenologic picture just abOut the same 
It IS interestmg to note, however, that our roentgenologist is 
now a httle less certain of the pulsation not bemg expansile 
In the film before you (Fig 38) as m the first one I would 
hke to pomt out the extremely smooth edge of the mass, a pomt 
which to my mmd is much more strongly suggestive of aneur)''sm 
than of tumor 

My mam point m presen tmg this case to you was to call 
your attention to two thmgs First, how easy it is to overlook 
the pulsation of the chest unless you get the patient m a good 
hght, cahnly sit dowm and take a careful look at the patient m 
expiration The usual casual glance wiU certainly fail to detect 
a pulsation such as this There is one pomt which is worthy 
of notice and that is that aneurysm is at least nme or ten times 
as frequent as tumor but, of course, this is only a relative pomt, 
since one may not exclude a given diagnosis merely because it 
IS rare I thmk it is not improbable that before long we will 
have an opportunity to verify or disprove the diagnosis 

Case n. — ^The second patient is a male, forty >ears of age, colored, nho 
has spent his life m manual labor He entered the hospital complaining of 
intense pain in the chest, radiating out both to the right and left In addi- 
tion to this IS becommg increasingly short of breath and has noticed a peculiar 
“whistling sound” to his voice Just recently he sa\s that food seems to stick 
in his throat He can swallow large morsels, such as meat, but he has to wash 
them down with water At times he has a little cough but this has not been 
pronounced 
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Onsti and Count — ^The patient states tliat he v,ni9 entirely well except 
for some slight hoarseness up to fiv'c months ago n hen he experienced a sharp 
pain in the lower chest cspcdall> in the region of the precordmm and the 
right shoulder The pain was more marUxl at night and kept the patient 
from going to sleep or awakened him after he had been asleep Dunng 
the last two months the sharp lananatlng pam has given way to a steady 
dull pain in the precordium and both shoulders At the same time he noticed 
that he was short of breath if he did much work. He could not run up a 
flight of stairs and after walking up tuT) flights of stairs he would have to go 
to a ^nndow to get his breath He states that he has been somewhat hoarse 
for some jtairs but \'er^ definitely so about the time these other symptoms 
began He has already described the difficulty m swallowing and says 
this has not made any particular progress in the last few months 

About two months after the onset of the above s>Tnptora8 he developed 
a slight cough which however has not been constant but dunng the last 
few days he has been coughing and crpectorating a good deal Patient has 
been treaUng himself wnth home remedies and until coming to the Dispensary 
the week before he entered the hospital had not been under medical care, 

A bnef summary of his past history shows that he had the ordinary 
medical diseases of childhood with pneumonia at twenty four His family 
history is unimportant. He is married the father of one child by his present 
wife and one child by his first marriage who died shortly after birth 

Ho had gonorrhea at twenty four a hard chancre at about twenty-one 
He has been a hard drinker of whiskey up to about a year ago often dnnking 
2 pints or more a week. 

Gastro-lntestinal symptoms are practically negati^’e In the cardio 
vascular system we have alread> referred to hjs d>“spnca cough and pairu 
He has nmer had an> hemopt>'Bi8 or edema. Respiratory and gemto-unnary 
systems show no unusual symptoms. The special senses are approximately 
normal 

The phj'sical examination made on entrance showed a well developed 
moderately well nourished colored male weighmg 156 pounds as against his 
normal wight of 180 Temperature 98 F pulse 80 and respirations 20 
Head and neck present no abnormalities. Pupils react to light and 
accommodation 

Chest is well dcNTiloped rather bony Even a superfiaal examination 
showed a visible pulsation on the left side in the second costal space and on 
sittmg up this extends o\"er a larger area and is \*ery definitely hca\Tng On 
percussion we find equal resonance over both lungs except that there 1* on 
area of dulness on the left side at the level of the second and third interspace 
which extends to the midlme and to a point 4 or S cm to the left. Breath 
sounds arc vesicular 

Heart — Apex beat \-isible and palpable m the sixth Interspace and 
about the anterior axillary hne No thnlli Heart boundanes substantially 
normal and the tones pure except that over the aortic cartilage the second 
sound Is distinctl> ringing The pulsatioo In the second interspace has 
already been referred to 
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Tins patient is in many respects very similar to the pre\aous 
one except that the pulsation is so very definite in the upper 
part of the sternum and to the left, that one would have to be 
dull indeed not to thmk of aneurysm as the most likely diag- 
nosis In addition to this, we have a frankly positive Wasser- 
mann and an equally positive Kahn, to say nothing of the 
fact that the patient tells us he had a chancre which was never 
treated When we stop to thi nk of the diagnosis of thoraac 
aneurysm it is quite evident that there are three requirements 
that should be fulfilled First, we must demonstrate the tumor 
Second, this tumor must be m a position which makes it pos- 
sible to be derived from a blood-vessel, and third, it must have 
an expansile pulsation In this case we have a defimte dulness 
m a position which could hardly be due to a flmd exudate, and 
which IS not due to some consohdation of the lung It 
IS very easy to show that the tumor is pulsatmg, although the 
expansile nature of the pulsation is not easy to determine, 
and the location is such as to make it a matter of great ease 
for this tumor to be m assoaation with the aorta 

It IS often quite easy to ehat certam phenomena which 
pomt indirectly to the existence of a tumor mass of some sort 
In other words, there may be pressure symptoms For example, 
a very common one is a difference in the pulse of the two wrists 
as a result of pressure or traction by the aneurysmal sac, there 
may be a difference m the pupils or there may be a difference in 
the vocal cords, producing hoarseness of voice, and the so-called 
“brassy cough ” The superfiaal vems of the neck and chest 
may be engorged on account of the pressure Personally, I do 
not feel that too much stress can be laid upon these sjmptoms 
smce, after all, they occur just as readily with a sohd tumor as 
with an aneurysm In other words, they are useful m givmg a 
clue to a tumor, but not to the nature of it Agam, I want to 
lay stress upon the necessity for lookmg for a pulsation which 
in this case is easy to see If one stops to reflect on the course 
of the thoraac aorta and how, starting from its deep ongm at 
the aortic orifice it comes forward to the chest wall in the second 
right interspace, then goes obhquely aaoss and backward to 
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eitend along the left of the spme, it is quite easy to understand 
that the symptoms of pressure would depend upon the situation 
of the aneurysm Here agam, only general statements are 
admissible Most aneurysms of the first part of the aorta and 
the begmnmg of the arch present to the nght of the sternum and 
are readily made out by physical examination Hence, the oft 
repeated designation of “aneurjsm of physical signs,” as applied 
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Fig 39 — Aneurysm of the arch and descending aorta 


to thcnL Aneurysms of the descending aorta present behind 
and to the left of the sternum, erode the vertebral column early 
and produce pulsations in the back On the other hand, the 
aneurysms of the transverse part of the arch often g r o w n dowm 
W'ard and cannot be made out, at least when they are small, b> 
e^cn the most painstaking physical examination They do, 
however, produce certain pretty well defined s3'mptoms, such as 
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a hoarse voice, a brassy cough, laiyngeal paralysis, and m most 
cases a ■well-defined tracheal tug This is the type of aneurysm 
that so often is revealed at autopsy and totally unsuspected 
durmg life It is in this class of cases particularly that the 
K-ray has been a godsend to us I recently saw a case with a 
large aneurysm which had been regarded as a tuberculosis and 
sent west ■with hopes of recovery Indeed it was seeing this 
case which suggested the desirabihty of showing these cases 
The X-TS.Y m this second case (Fig 39) shows what we 
already had reason to think, namely, an mvolvement of the 
arch and a considerable portion of the descendmg aorta This 
latter part could hardly have been recognized m any other way 
There seems to be a general impression abroad that aneu- 
rysm is a rather uncommon disease and I know that in some 
countnes, espeaally Germany and Austna, it is relatively un- 
common ais compared ■with England and the United States I 
do not know whether the statistics m the last few years bear 
out this old assumption I do know m the last few years, m 
Chicago at least, aneurysm is a very frequent disease There 
are four m the wards just at the present time and another one 
died last week I may say parenthetically the one dymg last 
week showed a very small aneurysm of the lower part of the 
descendmg aorta which had eroded the spine and which in spite 
of repeated x-ray exammations'had not been discovered, prob- 
ably because of the fact that a large carcinoma which was the 
cause of death led us to mfer that the pam was due to the car- 
cmoma, whereas, as a matter of fact, it may well have been due 
to the erosion of the vertebral column 

Case HL — I have another patient whom I want to present bnefly to you 
because he again show's a variant of the mediastinal picture 

He IS a white male, fifty-eight years old, by occupation a laborer, of 
American nativity His complaints are first, dyspnea, second, precordial 
pain radiating down both arms to the elbow's, third, loss of strength, fourth, 
edema of the legs and fifth, hemoptj sis on two occasions 

Onset and Course — ^Four years ago he det eloped a severe precordial pam 
paroxysmal in nature and worse at night He is a big burly fellow' but he 
says the pain is so bad that he can hardly stand it He has had some pam 
every' day since the onset four years ago During the past three y'ears he has 
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become very dyspncic on the slightest exertion and lately he says that when 
the precordial pain becomes very severe, he becomes choked up and is unable 
to get his breath Dunng the past two years his legs and feet ha\’e become 
markedly edematous on many occasionjs the edema extending from the 
feet up to the knees Dunng the week before his entry the precordial pam 
has radiated down both arms to the elbow and is especially pronounced in 
both oxillte. About eight days ago on two successive days he had a bnsk 
hemoptysiB losing about a half glassful of practically pure blood each time 
The pain and dyspnea have both been Increasing markedly in intensity dunng 
the last three weeks 

General and Aegofrre — Gastro^lntestinal symptoms arc negative. Of the 
cardrovascular sy mptoms the edema and d> spnea, precordial pain have already 
been referred to 

Respiratory — He says he has occasional attacks of coughing no mght 
sweats 

Gemto^unnary and nervous symptoms arc absent. Special senses show 
no abnormalities 

His past history shows nothing of consequence but typhoid at thirty two 
followed by pneumonia He denies lues but hU blood Wassennann Bhov.-8 a 
four plus positive as does also the Kahn 

The physical examination on entrance showed nothing espedelly abnor 
mal with the head and neck. 

Chest — Slightly emphysematous expansion good equal on two sides 
A careful inspection showed on admission as well os now a marled pulsation 
both visible and palpable strongly heaving m character in the second nght 
interspace The area of pulsation is about ns big as the palm of one s hand 
and involves the upiper part of the sternum as well The lungs present no 
abnormalities. The heart has lu apex beat in the sbrth rib in the antenor 
axillary Ime. The nght heart boundary u distinctly farther out than normal 
fully 1 or inches at the level of the hfth nb Over the area of the pulsation 
there 11 a marked dulness A loud systolic murmur is beard over the entire 
precordium but especially loud in the second nght interspace 

Abdomen ■ — ^The liver edge is about three fingerbreadths below its normal 
position and very tender to pressure. The spleen is not palpable. 

The extremities show a well-defined edema extending up to the knees. 

The deep reflexes are all normal The urine and blood present no ab 
nonmaUtica The blood pressure In the nght arm is 160/94 and in the left 
180/100 

Now let 103 consider what wc have before us I think you 
agree with me that there are two distinct conditions One 
IS a Very evident myocardial insuffiaency, as evidenced by the 
swollen and tender liver and the edema of the feet. I do not 
Wish to enter into the differential diagnosis of this too carefully 
or to discuss how much of thig may be due to the rather mod 
crate degree of hypertension I believe I neglected to say that 
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the pulse is absolutely irregular, with a typical picture of au- 
ncular fibrillation So I think we may say with a high degree 
of probabihty that a chronic myocardial degeneration aided 
by a moderate degree of hypertension is responsible for the 
cardiac decompensation 



Fig 40 — ^Aneurysm of the ascending aorta and the arch (Note on 
going through press Five months after this picture vas taken the pulsa- 
tion had extended up to the right clavicle Innominate invoK'cment?) 

The second component m the diagnosis relates, of course, to 
the pulsation over the upper sternum and to the right In a 
man of fifty-eight years with intense pam m the upper chest, 
with a four-plus Wassermann, expectorating blood from time to 
time, and presentmg a verj’- definite pulsation, the diagnosis 
of aneurysm can be made with almost perfect certainty with- 
out the aid of the ^-ray This, however, has been made and 
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show's a \ery e\ndent aneurysm (Fig 40), involving not only 
a considerable portion of the ascending aorta, but a considerable 
portion of the arch as well I may say that this is what usually 
happens The clinician makes up his mind about how extensn e 
the aneury'sm is and then the roentgenologist tells him very 
clearly that it is much more extensive than he had supposed 
At least, 1 am qute free to say that that has been my personal 
expenence One symptom is a little difficult to explam, namely, 
the mequahty of the two pulses The a ray does not disclose 
the reasons for this but I imagine it is traction on the nght sub- 
clavian m some way or other, or perhaps an mvolvement of the 
onfice of the subclavian by an espeaally marked aortitis On 
looking for the very much talked about tracheal tug we find 
that this patient does not show it Indeed, my own expenence 
with the tracheal tug is, that while frequently present it is just 
about as frequently absent and that, too, m the very cases where 
one would suppose it would be most likely to exist. The particu 
lar pomt to be stressed m this case seems to me to be that, 
smce aneurysm is due to aortitis and smce it occurs at an age 
and under conditions when chronic myocarditis is very preva- 
lent, It may be often masked to some degree by the existence of 
a myocardial insufiiaency From what the patient tells me, I 
suspect that his physicians have regarded his case as one of 
myocardial insufiiaency only and have looked upon the pain 
m his chest as angma pectoris 


Cue IV — ^Tbe last patient i« a colored male fifty five ycare old vho 
fieen a coot all hia life. Hia entrance complainta are loss of weight 


amounting to 76 pounds in tan years Along mth this he has had a good 
deal of headache and In the last month has developed marked dyspnea and a 
cough at night. During the last week or two he has had severe precordial 


pain His Intelligence is not of a very high grade and the history Is more or 
css unreliable because of this fact Tile point which has impressed him most 
Md about which he seems most certain is the 76 pounds loss of weight of which 
0 base been lost In the past two months. 

General and Negative — Aside from some constipation gnstro-intcstinnl 
ayraptoms arc absent In the cardiovnscular system the dyspnea and pre- 
cordial pain have already been referred to Edema is absent 

Respiratory — He has bad no cough or expectoration no night sweats or 
lever 
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Genito-unnary and nervous symptoms are absent and the speaal senses 
are good 

Past History — ^Aside from the usual diseases of childhood, he has had 
nothing but the shingles in 1917 He had a severe accident in 1907 but 
broke no bones 

His family history is negative 

He has been married twice, the first time twenty-seven years, with no 
children but two miscarriages at the fifth month, second marriage one year, 
no children, no miscarriages He denies lues but he shows a four plus blood 
Wassermann and also a four plus Kahn 

Physical examination shows a big, well-developed negro male in very 
poor nourishment, weighmg now 159 pounds in contrast to the normal of 
235 pounds 

Head and neck are normal except that in the epistemal notch a very 
distinct pulsation can be felt This symptom is exceedingly valuable if one 
can be sure that it is not the carotids which one is palpating The pulsation 
IS characteristic and I feel sure in this case that it is the aortic arch itself 
Chest — On inspection a very distinct pulsation is seen on the nght side 
in the first intercostal spiace and above the clavicle, extending from about 
the outer end of the inner third of that bone under the sternocleidomastoid 
and IS continuous with the pulsation already referred to, as being felt in the 
epistemal notch This pulsation is strongly heaving and can be felt as it 
comes out above the clavicle to be distinctly expansile in type The general 
impression created by the pulsation is one of tremendous power 
The lungs present nothing abnormal 

The heart shows the apex in the fifth intercostal space, an inch outside 
the midclavicular line The borders are normal to the nght and left The 
tones are regular and no murmurs are heard 

The abdomen shows nothing of consequence and in particular no enlarge- 
ment of the liver, and no tenderness over that organ 
The extremities are negative 

Reflexes — ^The patellar reflexes are doubtful It was noted m the exam- 
ination of the eyes that the pupils reacted slowly to both light and accommo- 
dation 

The interest m this case centers around the aneurysm, for 
it IS hardly worth while to discuss the differential diagnosis, 
since there is scarcely the shghtest doubt that we have a thoraac 
aneurysm before us With this m mind we took the patient 
to the fluoroscopic room and found as we usually do, that there 
was really more pathology m the chest than we had been led 
to expect The filrn (Fig 41) showed very beautifully a t)rpical 
sacculated aneurysm either coming off the arch and mvolnng 
the innominate or perhaps hmited to this latter vessel only 
The fluoroscope, however, showed that there was a second mass 
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over to the left ade postenorly, and also showing a distinct 
pulsation eiqiansile in character This latter could only be 
interpreted I thmk as a second aneurysm involving the descend 
ing part of the arch As I stated before, we nearly always find 
more pathology by the fluoroscope than our physical examination 
will lead us to suspect 




Fig 41 — Aneuryim probably involving the innominate aj vrell as the arch 
Note the Bccond mass on the left side (Postero-antenor vies* ) 

I think it may be useful in view of the 4 cases, to discuss 
some of the sahent pomts of thoraac aneurysm m general m a 
rather didactic way 

In regard to the classification of aneurysm we are not very 
much concerned so far as the clinical aspects of the thoraac 
ancutysms are concerned There are some pomts m the etiologj 
which It might be well to stress All the studies of the last decade 
or two have served to emphasize the importance of syphiUuc 
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aortitis as the leading cause of thoraac aneuiysm I hardly 
think we are justified in saynng that it is the only cause, because 
there are some other contnbutmg factors These contributing 
factors are first certain mfectious diseases, which may produce 
an arteritis and second, long contmued strenuous work I 
have seen several aneurysms where no evidence of syphilis, 
either pathologically or clinically, could be discovered On the 
other hand, it is certainly true that the overwhelming majority 
are due to the combination of sy^hihs and excessively hard work 
This last operates undoubtedly through long contmued raising 
of the blood-pressure It might be well to remind you that all 
physiologic experiments have shown that the aortic pressure 
may be raised to a point several times the normal height without 
producmg perceptible stretching of the aorta With a diseased 
artery, where the resistmg power of the blood-vessels to stretch- 
mg is greatly impaired, this statement no longer holds true, and 
It IS under these conditions that aneurysm develops, namely, 
considerably mcreased pressure with a greatly weakened artenal 
wall The statement, then, that syphdis is far and away the 
most common cause of aneurysm is merely another way of stat- 
mg that syphihs is the most common cause of a type of artentis 
of such a degree m the aorta as to make aneurysm possible 
It might be noted that in the case of women m whom the 
factor of excessively hard work does not play so much of a 
role, a non-syphihtic aneurysm of the aorta is an exceedmgly 
great ranty Indeed, thoraac aneurysm m women is so much 
less common than m men as to always attract attention In 
spite of this, we had a case recently of a thoracic aneurysm of 
the descendmg aorta m a colored woman Whether she had 
worked excessively hard or not I was imable to determine 
With reference to the particular pomt of localization in the 
aorta, we may say, without going into the finer pathologic 
points, that the arch bears the brunt of all aneurysms ^about 
SO per cent of them bemg located there The common explana- 
tion for this is that the blood-current impmges most strongly 
on the aortic wall at the proximal end of the arch Next to 
the arch, the ascending aorta shows the largest number of cases. 
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appro-amately 30 per cent , and next to this the descending 
aorta, with the remaining 20 per cent A very interesting 
location, and one which is espeaally likely to remam entirely 
latent, is m the neighborhood of the sinuses of Valsalva Taken 
as a whole, thoraac aneurysm may be said to constitute ap- 
proximately a half of all aneurysms We exclude from this 
account the small miliary aneurysms found in the lung m case 
of tuberculosis and similar conditions since these are not, prop 
erly speakmg, objects of clmical mvestigation as such The 
same is true of the rmhary aneurysms of the brain 

It will be noted that the age madence of aneurj’sm runs, 
broadly speakmg, from perhaps thirty five to fiftj five and the 
reason for this seems to me quite apparent A man is more apt 
to acquire syphilis early in hfe if he is gomg to acquire it and 
by this age it has had suffiaent time to operate so that the aortic 
wall 13 thoroughly diseased, and m addition to this, he may have 
been workmg at strenuous work for enough vears to produce 
the dilatation There are, however, conspicuous excepbons to 
this I have under my observaUon a young man m the thirbes, 
who came mto the hospital m a typical attack of angma pectoris 
and who gave a history of havmg acquired a lues probably at 
eighteen or nmeteen, and of havmg done the most laborious 
work while serving with the Engmeers during the World War 
To our surprise he presents a well-marked pulsabon and un 
tjuesbonable signs of an aneurysm of the descendmg aorta 
I menbon this case as an excepbon and not a rule. I think there 
IS another factor which should be emphasized and that is the 
quesbon of adequate treatment of the sjphihs The average 
individual who has acquired syphilis m the last ten years has 
generally had some treatment, albeit this may have been en 
firely inadequate The recent great influx of the negroes into 
our northern abes and espeaally a \ery large number of them 
who hare worked on farms, has resulted m a very disbnct in- 
°’oase m the frequency of aneurysm in our chmes m the last four 
or fii e j ears There is a very high madence of sjphilis among 
these colored workers, and it is rather exceptional to find one 
of them who has had anything which rraght be called adequate 
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treatment This great mcrease m a population showing a high 
incidence of xmtreated syphilis is, in my judgment, the reason 
for our marked mcrease of aneurysm inadence 

Symptomatology From a practical standpomt if anything 
IS ever to be accomphshed m the way of treatment the diagnosis 
must be made early, otherwise it is a perfectly hopeless out- 
look Our first concern, then, is to ask what are the early symp- 
toms which might lead us reasonably to expect an aneuiysm 
/ should hke to einphastze ihe stalemonl that ihere is no one early 
symptom On the other hand, certain symptoms develop in a 
rather innocent wa.y and do not of themselves suggest aneurysm 
at all One of these has become profoundly impressed on mj'^ 
mmd because I have seen it a great many times, and some 
authors have gone so far as to say that it is the commonest 
early symiptom I refer here to dyspnea of a paroxysmal type, 
sometimes simulatmg asthmatic attacks I have repeatedly 
seen a patient treated for asthma for months and months and 
in 1 case for a couple of years, when a good-siaed aneurysm of 
the transverse arch was producmg the whole trouble Even when 
the dyspnea is not paroxysmal m type and espeaaUy if it de- 
velops at night, one should think of aneurysm In my own 
expenence I should say that pam is the most common initial 
symptom Anybody who comes to me with pam, with no 
obvious cause, if this pam be located m the chest and if the 
patient be anywhere around the aneurysm age, is subjected to 
an x-ray exammation as well as a careful physical exammation 
at once It would hardly seem necessary to remind you that 
the same process which produces aneurysm, produces also aortic 
insufficiency, so that any patient who comes to jmu with an 
aortic insuffiaency of luetic ongm should be subjected to a 
careful lookmg over to see if he has not an aneurysm in addition 
It would take us outside of the hmitations of this chnic to refer 
to the old tnad of aneurysm, aortic msufficiency, and cerebral 
spinal lues or tabes 

I have already referred to the designation of the aneurj^sms 
of the ascending aorta and first part of the arch as aneurj'sms of 
physical signs These aneurysms produce well-marked physical 
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signs, such a? dulness on percussion, heaving, expansile pulsa 
tion, and sometimes nothing else I well remember some years 
ago when one of my mtems m a neighboring hospital asked me 
to step across to the other side of the ward to look at a case for 
an absent colleague This case presented a small, fluctuatmg 
tumor m the third right mterspace It was about as big as a 
small mushroom and the pulsation m it was so slight that he 
had quite overlooked this and thought he had to do with an 
abscess of the chest wall He had a bistoury ail ready to open it 
A (jareful physical examination, which was confirmed bv the 
X ray, showed the patient to have an aneurysm the size of a 
small grapefruit, with a small prolongation which had gone 
right through the mtercostal space, without producmg much 
if any pam It was this httle mushroom like projection which 
had brought huu mto the hospital, and the absence of symptoms 
had not caused the mtem to suspect an aneurysm. This case 
was typical m that it shows how frequently all symptoms may 
be absent m cases where the aneurysm is located at this pomt 
Withbut gomg too much mto the symptomatology we may say 
that the same thmg apphes to aneurysm of the descending 
aorta On the other hand a group of aneurysms referred to 
as aneurysm of symptoms are those which spnng from the 
arch as it passes from front to back Aneurysms m this locahty 
do not come m contact, at least m the early part of their growth, 
with the thoraac wall and hence physical signs are apt to be 
absent On the other hand, they come mto relationship and 
press upon a senes of structures, most of which have already 
been alluded to m the discussion of our cases They are espe 
daily the trachea, the primary bronchi, the recurrent larjmgeal 
nerve, the esophagus, and the great vessels sprmgmg from the 
arch, or the great veins tnbutary to the supenor cava If you 
take a good picture of the mediastinum or if you are sufficiently 
faimhar with its anatomy to visualize it accurately, j ou wiU see 
that It IS this group which can grow to a x ery considerable size 
wnthout mcetmg anj great resistance The pleura gives way 
rather readily to either side, and even the pencardium maj be 
impinged upon to a considerable extent before the sac meets 
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With a senous resistance to its growth Furthermore^ these 
tumors may grow upward toward the upper aperture of the 
thorax This explains why they may attain a very considerable 
size and produce a good many symptoms before they can be 
recognized by even a pretty careful physical examination It 
IS m these cases that the a.-ray proves mvaluable There is 
another reason for keepmg these cases m mmd Postmortem 
statistics show that about 50 per cent of aneurysms die of an 
actual rupture of the sac, and may bleed so profusely as to die 
then and there I personally have seen on more than one occa- 
sion a rupture into the esophagus, into the bronchus, into the 
trachea, mto the pleura, and the pencardium On two occa- 
sions at least I have seen aneurysms perforate the chest wall 
and bleed to death in that way A moment’s reflection will show 
that the aneurysmal sac which is free to dilate without meeting 
senous resistance is the one most likely to rupture 

One must be careful, however, not to attribute every expec- 
toration of blood or every small hematemesis to an actual 
rupture of the sac In the further case-notes on two of the 
patients whom I presented today you will find that this very 
thmg has happened In one of them, the taU. colored man, the 
nurse on coming in m the mommg found 2 or 3 ounces of blood 
m the form of a large dark dot on the bed alongside of him 
He was uncertam whether he had vomited or coughed it up, 
but further mvestigation made it pretty sure that it was a 
hematemesis He had had some little diflBculty m swallowing 
and the probabilities are very strong that he had some ectadc 
vems m the esophagus due to the pressure of the sac on that 
organ The rupture of one of these vems is the probable cause 
of the hemorrhage One of the other patients, you wiU remem- 
ber, had as almost his first s)rmptom a couple pf years ago the 
coughmg up of some bnght red blood Inasmuch as he steadily 
complamed of dyspnea as his leadmg symptom, it is strongly 
probable that his hemorrhage came from some overdistended 
vems m the tracheal mucosa, or perhaps even lower down m 
one of the primary bronchi These two instances will serin 
to emphasize that a very considerable number of small hemor- 
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rhages are brought about m this way and are not due to an 
actual perforation of the aneurysmal sac itself From the 
standpoint of immediate prognosis this is a matter of consider- 
able consequence Just at this point it may be wise to remmd 
you that It IS a very unsafe procedure to introduce a stomach 
tube or bougie of any kmd m a patient complaining of difficulti 
m swallowing until you have made qmte sure not only by physical 
examination but by the i-xay as well that no aneurjsm is 
present Dunng my student days I saw one of my most bril- 
liant teachers neglect this precaubon and direcbng his intern 
to bougie an individual complaining of difficulty in swallowing, 
had the mortificaUon of seeing a tremendous gush of blood 
and the pabent expire then and there Withm the last few 
Years a similar case has come under my own personal observa 
bon, though, fortunately, I was not actually present at the time 
of the acadent 

Perhaps as a closing wnrd I can do no better than to remind 
you agam that while the diagnosis of some aneurysms is exceed 
ingly simple, the diagnosis of others is correspondmgly difficult 
In every imddle aged individual with obscure chest symptoms 
one should make a dehberate and careful exammabon of the 
chest both front and back for pulsabon, a careful examination 
for the various physical signs I have enumerated, and a fluoros 
copy should not be omitted It is only m this way that the cases, 
which are now distressmgly frequent, of mdividuals with aneu 
rysms who have gone for two and three years begging for a 
diagnosis will be eliminated 
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bundle branch block four cases of intra- 
ventricular BLOCK SHOWING SOME INTEREST- 
ING AND UNUSUAL CLINICAL FEATURES 

The following 4 cases of bundle branch block have occurred 
ui a senes of general cardiac patients covering a penod of nine 
years During this penod a considerably larger number of 
cases of mtraventncular block bave come under observation, 
but I haNe chosen to present these particular ones as each one 
presents a rather unusual chmcal picture 

The subject of bundle branch block is now about twenty 
years old, datmg from the ongmal experimental work of Eppinger 
and Rothberger m 1909 In this ongmal work these authors 
made a large number of experiments on dogs m which they 
injected solutions of silver mtrate into the xentncular muscle 
■with the idea of deter min ing the effects of destroymg vanous 
portions of the muscle of these chambers on the electrocardio- 
gram ” A year later Eppmger and Stoerk were fortunate enough 
to observe two chmcal cases the findmgs of which fitted m very 
Well with the electrocardiographic findings m e.xpenmental 
animals Smce this tim e a number of both experimental and 
clinical papers have appeared confimimg and amplifying the 
original findmgs of Eppmger and Rothberger The current 
text books on cardiology are mcrcasmgly discussmg this interest 
kig pathologic entitj 

Just what do we mean by bundle branch block? AVhen the 
muscle of the heart becomes affected by disease or other de 
generative process, particularly if the disease process is chronic 
Or associated with the production of fibrous tissue or other 
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organic changes, the integnty of the heart is thereby obviously 
impaired If this mvasion of the heart muscle mvolves the 
conduction pathways of the ventncles, these changes may be 
observed m the electrocardiogram If these structural changes 
involve completely or mcompletely one or the other or both of 
the branches of the bundle of His, they may be identified 
electro cardiographicaUy The disease process may mvolve either 
branch completely or mcompletely, mterfermg thus with the 
passage of impulses We speak of such mterference as complete 
or mcomplete bundle branch block If the pathologic changes 
occur m so-called “sdent” areas of the heart, that is, away from 
the conduction pathways, the electrocardiogram may be normal 
or only shghtly aty^pical Therefore the findmg of bundle 
branch block should be mterpreted as part of a more widespread 
process, that is to say, a process which mvolves not only the 
bundle branch, but likewise widespread areas throughout the 
heart muscle In other words, the finding of definite evidence 
of bundle branch block carries with it the implication that the 
heart is the seat of rather widespread degenerative changes 

Disease of this type occurs usually in rather advanced years 
In 35 cases presented by Hemck and Smith, twenty of their 
patients were between twenty-five and sixty-five years, the 
youngest bemg twenty-three In Carter’s senes of 22 cases the 
majonty of them were over fifty years of age, although he dis- 
cussed a girl of sixteen, a woodcarver of twenty-eight, a gas- 
fitter of thirty-six, and so on 

Etiologically, Hemck and Srmth mention seventeen patients 
with an assoaated history of chronic nephntis, five with positive 
Wassermanns, ten with a history of acute rheumatic fever 

From the standpoint of presenting symptoms, there is noth- 
ing particularly characteristic of patients sufienng with bundle 
branch block Most of them have the usual complaints of 
advanced cardiac disease, namely, breathlessness on exerbon, 
orthopnea, edema, often Cheyne-Stokes breathing, uremic mani- 
festations, and the angmal type of heart-failure 

From the standpoint of physical findmgs, up to recent times 
there have hkewise been no charactenstic data However, 
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King, m June, 1928, m a bnlliant and illuminating paper on 
the “Chnical Recognibon and Physical Signs of Bundle Branch 
Block,” presents a senes of 19 cases out of 100 nhich showed 
some very suggestive and sinking findmgs Kang concluded 
that “the possibihty of the climcal recognition of bundle branch 
block was suggested by the successful diagnosis in a pabent 
with cardiac symptoms presenbng (1) a -visible bifid apex 
thrust, (2) feeble heart sounds with a sound and an asynchronous 
murmur accompanying the two elements of the systolic thrust” 
Hemck and Smith had previously commented on the findmg of 
gallop rhythm and muffled first tones I feel the importance of 
Kmg’s findmgs are the recogmbon that as a result of a block 
of either the nght or left branch, the normal synchrony of the 
two ventncles may be thereby disturbed, resulbng m an asyn- 
chrony which may be great enough to enable one to demonstrate 
an asynchronous contracbon of the two ventncles as evidenced 
by reduphcabon of the apex thrust by either inspecbon or 
palpabon, by the presence of a gallop rhythm or by the findmg 
of either a sphttmg or reduphcabon or m ufflin g of the first tone 
at the apex -with or -without the accompaniment of a systohc 
murmur 

With this brief introduction I should hke to present the 
foUowmg cases 

Ca*e L Advanced Permanent Plght Bundle Branch Block with Delayed 
Auriculo-ventrictilar Condnctlon Time, Projreeaing to Complete Heart-block 
md Death, — ^Thia patient, M L fifty three >Tar» of a8;e a clerL by occupa 
tion firtt entered the hospital October 9 1927 complaining of ahortnese of 
breath of two yeara duration easy fatigue for the past two years, and noctuna 
for five years He said that he had been m fairly good health until about 

5'eara ago at which time he developed ehortness of breath During the 
port two >*ears the d>*spnea had become increasingly bothersome until at the 
present time he cannot contmuc his work, can practicallj climb no stairs, and 
feels Uncomfortable on e\"en the slightest exertion In addition to the dyupnea 
i'e complained of pain in the pit of the stomach which bad been present for 
about one week, was of a depressing character and particularly noticeable 
Upon coughing The pain had no relation to meals and did not radiate 
Cough dry and suffocating in character had been present Intermittently for 
years. His cough was occasionally associated with expectoration 
P^irtlcularly dunng the course of an acute cold He had never coughed up 
hlood The noctuna hnw been present two or three times a night for the 
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past five years As a child he suffered with measles, scarlet fever at fifteen 
years, pleurisy at twenty-two years of age He had no definite history of 
acute rheumatic fever, chorea, or tonsillitis 

Physical examination revealed a slightly undemounshed white male about 
fifty-five years of age, who did not appear acutely ill He was very slightly 
dyspneic and had a dry, suffocating cough with wheezing respirations There 
was some clubbing of the terminal phalanges There was slight prominence 
of the eyes, the pupils reacting promptly to light and accommodation Fine 
crackling rfiles were present at both bases toward the end of inspiration \nth 
musical, expiratory wheezing riles throughout the chest The apex beat of 
the heart was somewhat heaving in the fifth and sixth interspaces in the 
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anterior axillary line An arhythmia was present, apparently due to mul 
tiple extrasystoles The heart tones were soft and distant, and a presystohc 
murmur and thrill at the apex could be demonstrated The heart w'as en 
larged both to the right and left with a total diameter of 19 cm The lu'cr 
was one to twm fingers below the nght costal margin, slightly tender on pressure 
There was no demonstrable edema The impression of the senior intern 
was, “chronic myocarditis with beginning mitral failure, decompensation, 
mitral stenosis and insufficiency, cardiac asthma with chronic asthmatic 
bronchitis, mild empl^ysema, and prostatic enlargement ’’ 

An electrocardiogram (Fig 42) taken October 10, 1927 showed "marked 
myocardial mwlvement, nght bundle branch block, frequent extrasvstolcs 


BUNDLE BRANCH BLOCK 


347 


ansjog from numerous foa at least tvro in the left ventricle one in the nght 
ventnde and one in the auncle depressed aunculo\'entricuIar conduction 
time to 0 28 of a second sinus arhjthima rate 83 \ two meter x ray 

heart plate shoi^-ed the transverse heart diameter to be 17 6 cm ^ith a trans- 
iTrsc chest diameter of 24^ cm The heart contour ^^ls laterall) and ante 
norly relatively normal 

The laboratocy findings ahovi’cd hemoglobin 85 red count 4 660 000 
white count 8000 The differential count showed 78 polymorphonuclears 22 
small mononuclears The Wassermann and Kahn tests were negatr\'e The 
blood pressure s>-stolic varied from 114 to 122 and diastolic from 58 to 78 
The blood*chenu8try was normal T*hc basal metabolic rate on October 12th 
WTis 3S percent. + On October 2Sth following bed rest and digitalis there 
was Improvement in compensation and the basal metabolic rate was 23 



Fig 43— This senes essentially same as the first (Fig 42) Rate ts 
slower (58) and there Is an additional focus of extrasystole in the right ven 
tricle PR 0228 sec. 

per cent. + Examination of the unne showed u^th the exception of a few 
hyaline casts and a faint trace of albumin nothing unusual 

The electrocardiogram was repeated at \'ariouB lntcr\’al8 dunng his 
hospital stay (Tigs 43 44) and showed no striking change in the complexes 
a persistent nght bundle branch block with delajxsd aunculo\'entricular con 
dnction time up to 0 32 He left the hospital October 28th improiTd ool> 
to re-enter a >‘car later m August 1928 with a recurrence of his prenous 
symptoms with increasing dyspnea orthopnen edema of the legs and ankles 
With Increasing enlargement and tenderness of the li\x:r etc. 

Examination on this second entrance showed substantially the same 
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findings as before with the exception of a general progression downivard of all 
findings The electrocardiogram (Fig 45) on August 25, 1928 showed a 



Fig 44 — A- V conduction still further depressed, 0 32 sec , rate 55 Mostofthe 
extrasystoles are left ventncular in origin arising from at least two foci 


complete auriculoventricular heart-block with advanced block of the right 
branch as before In spite of various measures the patient became pro- 



Fig 45 — Complete heart-block Advanced right bundle branch block 
The ventncular focus is in the right ventncle Auricular rate 62, wntncular 
rate 35 


grcssively w orse and died August 31, 1^28 Autopsy re^ ealed a chronic rmtr^ 
endocarditis wnth localized calcification and ulceration, mitral stenosis ana 
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insufRQenc> chronic aortic endocarditis uith calcification aortic stenosis 
and iniuffiaency h>pertroph> and dilatation of the heart bilateral pul 
raonary congestion and edema chronic interstitial myocarditis 

In review, one of the interesting features of this case is 
that for a penod of ten months a progressive detenoration and 
degeneration of the conduction pathways developed as observed 
from time to time in the progressive alterations of the electro- 
cardiogram. Starting with a right bundle branch block and a 
delay in the aimculoventncular conduction time, the degenera 
tive process progressed until ten months later, when complete 
dissoaation of the auncles and ventricles occurred, with con 
Unuation and progression of the blocking of the nght bundle 
branch Likewise, in spite of any definite historj of rheumatic 
fever, the findings at autopsj suggested the behef that the cause 
of this patient’s cardiac disability was rheumatic This case is 
likewise of mterest in showmg that m the presence of pathology 
such as this, in spite of practically ideal care — the patient was 
extremely co-operative, was seen at frequent mtervals, and had 
abundant rest and medication, that the progress of the cardiac 
degeneration could not be controlled or modified 

Case IL Left Bundle Brandi Block Following an Acute Coronary Oedu 
»ion of a Small Veieel Progressing to Auricular Fibrillation. — The second 
putient In this senes concerns a physiaan fifty two yTars of age "whom I 
ba.ve been seeing at intervals for nine years and wbose findings 1 ha\e pre 
•ented on one or two other occasions for other reasons 

On October 18 1920 at 11^ o dock m the e\’enmg on a sleeper coming 
to Chicago be was suddenly seized with serurc abdominal pain vomiting 
and diarrhea and bclie^Td he was the victim of so-called ptomain poisoning 
^’'^ver he was somewhat concerned about himself and consulted me the 
foUoMng day upon his am\'al In the at> There were no stnJong phj'sical 
findings which I could make out but upon having an electrocardiogram 
niade (as I was somewhat dubious of the diagnosis of ptomam ) his cur\*e 
showed an unmistakable lesion of the left branch of the bundle of His giving 
n rather t>TUcal picture of left bundle branch block (Fig My con 

elusion uus that the so-called ptomnin poisoning was actually the result of 
n small coronary ocdusion in\-ol\nng the left branch of the bundle and result 
*ng m this bizarre cuiv-e He made an uneventful recowry from this aeddent 
and disappeared from view for three or four years He was not seen again 
untn 1926 when he came in because of slight shortness of breath irregulanty 
of the pulse slight edema of the ankles. Examination revealed an unmis- 
takable auncular fibrillation with early heart musdc failure and the electro- 
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cardiographic examination a few days later confirmed this opinion (Fig 47) 
The evidence of left bundle branch block still persisted, and the patient was 
cautioned to cut down materially on his professional activities and to lead 



Fig 46 — Left bundle branch block following occlusion of a small coronary 
vessel, giving the clinical picture of “ptomain poisoning ” 



Fig 47 — Left bundle branch block and auricular fibrillation 
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80 far aa poasible a quiet simple existence wth moderation In diet etc. He 
again disappeared from observation until December 1927 at which time I 
was called In an emergenej because of a sudden symeope iA*ith complete left 
sided hemiplegia from which he is now suffering During this past >‘ear he 
has been almost completely bedndden as the hemiplegia has made onl> \'ery 
slight improwment and within recent months because of an increase in the 
signs of congestive heart failure he entered the hospital for more accurate 
study and observation 



Fig 48 — Left bundle branch blocL. Auncular fibrillation Ventricular 
rate a\*crage3 belli een 50 and 60 There are 8e\*eral different types of I’en 
tncular complexes all how'ever showing bundle branch defects The main 
defect appears to be In the left bundle branch resulting in a right prepondcr 
^ce. There are ectopic ventricular beats ansmg from two foci one in the 
right and one In the left ventricle 

His heart now is enlarged irregular slow and still shows the findings of 
fibrfllation nnd left bundle branch block as may be obscri’cd in his curvx 
48) In passing I may say that this patient is a member of a famU> 
With npparentl} pioor cardroiTiscular tissue as sewral of his brothers ha\x 
•omeuhat similar pathologj an older brother having died within the past 
^■ear of acute coronar> thrombosis with angina. 

In retrospect, this patient may be considered as one suffenng 
^th ^vldespread cardiac pathology, initiated m a comparatn el^ 
young indiMdual by an attack of sudden coronar\ occlusion, 
occurring in a small coronary vessel resulting in left bundle 
branch block, progressmg mthin sue 3 ears to auncular fibrflla 
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tion, and finally resulting in cerebral embolism, probably from 
a mural thrombus m a fibnllatmg auricle, with left hermplegia 

Case HL Transient Right Bundle Branch Block from Digitahs, m a 
Case of Advanced Congestive Heart Failure. — The third patient I am pre- 
senting to show oneitif the effects of dig^italis therapy, namely, the production of 
transient bundle branch block due to digitalis 

This patient is a man of sixty-four, a merchant, who was brought to the 
hospital in an emergency with marked decompensation, cyanosis, orthopnea, 
distended and pulsating jugular veins, anasarca, Cheyne-Stokes breathing 
He gave a previous history of heart disease of several years’ duration, and a 
past history of repeated attacks of acute rheumatic fever in his early years 
He entered the hospital m September, 1928 having been bedridden since 
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Fig 49 — ^Auncular fibrillation Rate 60 Inversion of T m all leads 
probably a combined coronary and digitalis mversion 

January of last year Examination revealed a rather obese, rmddle aged 
man tilth a heart enlarged to the right and left, the left border to the antenor 
axillary line The pulse was irregular, the apex was diffuse and only partially 
visible There tv ere moist rfiles at both bases A harsh systolic murmur 
could be made out at both the mitral and aortic areas The abdomen shon ed 
marked ascites, a large tender liver, and in general the patient could be sai 
to be critically ill I saw him a short time after entrance to the hospital and 
felt digitalis was urgently needed I ordered two ampules of digifohn intra- 
venously every eight hours, vith tincture of digitalis 2 drams by mouth every 
tv enty- four hours 

His first electrocardiogram (Fig 49) v\as made three days after digitalis 
had been given and shoved auricular fibnllation vnth a rate of 60, inversion 
of T-wave in all leads Treatment was continued for another veek vith, 
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block On September 18th, with the discontinuance of digitalis, his third 
electrocardiogram showed the continued presence of these beats in many 
leads, alternating with normal ventricular complexes (Fig 51) The finding 
of altematmg right bundle branch block complexes has been observed before 
and described recently by Lembach and White as “two to one nght bundle 
branch block,” that is to say, each alternate conduction in the nght branch 
of the bundle is interfered with, giving so called two to one nght bundle 
branch block During subsequent days, with complete stoppage of digitalis, 
the heart gradually returned to its ongmal state, although compensation ivas 
not completely restored On September 25th (Fig 52) one sees complete 
disappearance of the evidence of bundle branch block and only the finding 
of fibnllation piersists In other words, I feel that this lase should be con 
sidered a case of advanced, senile, degenerative, cardiopathy with congestive 



Fig 52 — Same as Fig 49, except for upright T waves 


heart-failure, generalized anasarca, cyanosis, orthopnea, rapid fibrillation, 
with prompt response to massive digitalis therapy, with the development of 
right bimdle branch block and at times two to one block, later with complete 
disappearance of the interference with the conduction pathways, mth the 
ormssion of digitalis ' 


While It IS generally known that digitalis is able to produce 
delayed aunculoventncular conduction tune, and even complete 
aunculoventncular dissoaation, and at times mcomplete bundle 
branch block, this is the first case, so far as I am aware, where 
the definite findmg of transient bundle branch block due to dig- 
itahs has been described 
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Caio IV Acute Severe Bundle Branch Block with Auricular 

Tachycardia In a Youbk Boy, the Result of an Acute Upper Respiratory 
Infection- — My fourth case is perhaps the most interesting of all It con 
cemi a young boy of four and one half years incidentally the youngest case 
of bundle branch block that I have been able to find This child was seen 
in consultation wth Dr Mark Jampolis and entered the hospital December 3 
1928 with the history that he ViTls well until about fi\'e days before entrance, 
when he awoke w^th a stomachache The child remained in bed that day 
and part of the following day after which he felt better for a few daj'S and 
then again complained of palpitation v-ague aches and pains m the eirtrera 
ities and back, and during the second attack he vomited Durmg all of this 
time his temperature remained normal Twt) or three days followmg this 
he felt better and remained out of bed The morning of admission to the 
hospital he awoke agam complaining of palpitation The mother states that 
during these attack's of palpitation he has difficulty m breathmg He does 
not become cyanotic but does become pale The mother states that the 
child has always been a nervous and imtable youngster and that during the 
past year on 8e\’enil occasions he has complained of a similar rapid bcatmg 
of his heart. There is no history of convulsions His appetite has been only 
fairly good and his bowels regular He was a full terra normal child breast 
fed until she months i^-alked and talked at fourteen months In the family 
history there is nothing significant At six months he had so-caJled bron 
chitia 

I saw him with Dr Jampolis at 5 o clock In the afternoon of his admission 
to the hospital At the time of examination his heart was not enlarged the 
right border was 3,5 cm, and the left 6 5 cm, from the mldsternal line and 
about \ inch within the left nipple Hoe The lungs were entirely clear 
When ray stethoscope was first placed over his heart the heart tones were 
normal the rate was regular and slow about 80 per minute, but while listening 
the heart suddenly jumped toV rate as nearly as I could count of 240 per 
^Tunute After two or three minutes at this rate it again became slow only 
to return to its tachycardia My note stated as folloi^'s The rate now vanes 
from 240 to 120 There are occasional groups of three or four beats iisnlh a 
pause and then four or fi\'e beats with a pause TTiere is some evidence from 
rile grouping of beats and pouses of some relationship to the respiratory 
c>xle, I put down as m> impression after examination that the sudden 
onset and stopiping of the tachycardia suggests true paroxysmal tach>'cardia, 
’Hie sudden change to alow irregular rhy'thm with dropped beats suggests 
partial block, I holl■e^’e^ cannot absolutely rule out Impure flutter Must 
a^wlt electrocardiographic evidence Bcllc\'e the arhi^hmia is not senous 
but is toxic in origin Advise quimdin ice bag to precordta and so on 

I should have stated that on the afternoon of admission at 3 o clock his 
*^al temperature was 100 6 F ot 8 I01,2* F and at 9 o clock 103 F 
^ far as his mother knew this was the first tempierature that the child had 
His ^hlte count was 13 700 

The electrocardiogram taken about 5 P M on the daj of admission 
53-55) Bhou*ed a large number of unusual and bizarre findings exceed 
inglj difficult to Interpret but ssluch might be discussed as follows 
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Fig S3 —At the beginning of lead I there is a ventricular tachycardia with a rate of 214- This ceases abruptly and gives 
place to a sinus rhythm with a rate of 68 This rhythm, however, is interrupted by frequent auricular ectopic beats This 
ectopic focus finally takes over the function of pacemaker and at the same time a right bundle branch block develops At first 
the ventricular conducUon follows the normal pathway at every third cycle, then at every fourth or fifth cycle, then onlv 
occasionally 
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At the beginning of lead I there is a ventricular tachycardia uith a rate 
of 214 This ceases abruptly and gives place to a sinus rhythm ivith a rate 
of 68 This rhythm, however, is interrupted by frequent auricular ectopic 
beats This ectopic focus finally takes over the function of pacemaker and 
at the same time a right bundle branch block develops At first the ven 
tncular conduction follows the normal pathwav at every third cycle, then at 
every fourth or fifth cycle, then only occasionally Finally the bundle branch 
block with the auricular ectopic focus becomes completely established at a 
rate of 136 This condition then piersists, but is interrupted by nodal ectopic 
beats which become more frequent toward the end of the curve The nodal 
beat IS preceded by a P wave of the same character associated with the cycles 
showing bundle branch block This auricular impulse, however, is blocked 
at the node and the nodal ectopic beat results The impulse from the nodal 
focus spreads through the ventricles in a more nearly normal fashion than that 
from the ectopic auncular focus 

Summmg up there is present ventricular tachycardia, sinus rhythm, 
auricular ectopic beats, intermittent bundle branch block, nodal ectopic beats 
The evening of admission at 7 15 o’clock, 1/5 grain of quinidm having 
been given by mouth, the heart rate was recorded as 240, then dropped to 
120, and thirty seconds later again went back to 240, with apparently regular 
rhythm At 8 45 the same night after nearly a gram of quimdin had been 
taken the heart rate remained at 220 for two minutes, slowed suddenly for 
five or SIX beats and then returned to its rapid rate 

The early morning notes on the fourth record “a temperature of 103° F 
dunng the night, in the morning 101° F The patient spent a restless night, 
but IS more comfortable now, heart rate is 120 and regular " My note at 
11 o’clock in the morning of the fourth states “The patient seems much 
improved Heart regular, rate 120 Right border not as far out as before, 
only 2 cm from midstemal line Lungs contain roughened breath sounds 
w ith coarse crepitant rales I suggest J grain of quinidin every three hours 
On the night of the 4th at 6 o’clock the note was made “The patient 
more comfortable, heart rate 110 No suggestive symptoms of rapid heart 
throughout day ’’ On the morning of the 5th, “patient more comfortable, 
heart rapid, regular, 110 Temperature range lower, 99 8° to 100 2° F 
Throat slightly reddened, coughs infrequently, heart borders ivithin normal 
limits ’’ The following day, “pulse 96 with respiratory arhythmia, slightly 
accentuated second aortic tone ’’ 

From this time on, patient made an uneventful recovery and left the 
hospital a few dajs later with instructions to remain at complete rest m bed 
A second electrocardiogpum taken the morning of the 4th (Fig 56) shows a 
perfectly regular rhythm, rate 115, with typical right bundle branch block 
with ectopic auricular tachycardia 

Another electrocardiogram was taken on the 5th (Fig 57) showing nght 
bundle branch block with ectopic auricular tachycardia, rate 107, P-R interval 
0 08 second The amplitude of all complexes is increasing as compared with 
the immediately preceding cutX'e On the following day, the 6th, a fourth 
curve (Fig 58) showed the same as the one immediately preceding except for 
irregulanty in rhylhm, probably xmgal in ongm 
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a repeat electrocardiogram (Fig 59) which show's substantially the same as 
the preceding curve, with a continuation and persistence of the nght bundle 
branch block A teleoroentgenogram (Fig 60) taken at this time show's the 
heart contour to be somewhat globular suggesting a left auricular and ven 
tricular increase 




Lead! 


Lcadm 



Fig 58 — ^This curve is the same as the one immediately preceding e\cept for 
an irregularity in rhythm probably vagal in origin Rate 100 



Fig 59 — Sinus arhj'thmia with right bundle branch block The rate 
vanes from 100 to 120 Marked left lentricular preponderance (Judging 
from previous cuiw'es it is possible that auricular focus is outside of the sinus ) 
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Fig 60 — ^TeleoroencgenogTam of heart of four and a half year old boy 
^th right bundle branch block the result of an acute upper respiratory mfec 
tion ( flu ) Heart contour appears somewhat globular suggests a left aunc 
ular and vxmtricular increase. 

Sununing up this case, it appears to me to be an example 
of an acute severe right bundle branch block with an ectopic 
auricular tach^ cardia occurring m a young boy, four and a half 
years old, the result of an acute respiratory infection (gnp), 
although at the onset he was free from fever His course in the 
hospital with reddened throat, cough, crepitant rfiles, tempera- 
ture to 103® F , occurring dunng our present “influenza” 
epidemic, and in Mew of somewhat similar examples of 
arhythmia, tachycardia, and partial block which I described a 
number of years ago m connection with other respiratory infcc- 
bons, makes me conclude that this unusual in\olvcment of his 
heart was part and parcel of his gnp infection His last cur\ e 
taken appronmatelj six weeks after the onset, showing a per 
sistence of the nght bundle branch mvoUement, makes me 



362 


WALTER WILE HAMBURGER 


believe that at least for the present this damage to the heart 
wiU be more or less permanent, although for a period of three to 
SIX or mne months one cannot positively determme this It is 
mterestmg to consider that occasionally one of the points of 
attack of the influenza toxin is the conduction pathways of the 
heart, as evidenced by this case, but just how senously and 
permanently this particular heart is damaged only the future can 
deade 

In conclusion, these 4 cases may be bnefly said to be 

1 Advanced permanent right bundle branch block with 
delayed aunculoventricular conduction time, progressing to com- 
plete heart block and death 

2 Left bundle branch block followmg an acute coronary 
occlusion of a small vessel progressmg to auricular fibnUation 

3 Transient nght bundle branch block from digitahs m a 
case of advanced congestive heart failure 

4 Acute severe nght bimdle branch block with auricular 
tachycardia m a young boy, the result of an acute upper respira- 
tory infection 
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OBJECTS AND METHODS OF TREATING PNEDMOOTA 

PNEUiioNiA IS a \ery discouraging disease to treat In a 
large general hospital, where there are many medical serinces, 
many variations m the orders outhned for the treatment of 
these cases, and a wide variety of interns m charge, the mor 
tahty is often surprisingly constant In fact this mortahty 
seems to depend largely on the nature and virulence of the 
etiologic agent rather than on the methods used to combat its 
progress One can understand, therefore, why many physicians 
have adopted a fatalistic philosophic attitude toward a case of 
pneumoma The physician is gomg to do everything that he 
Can for the patient, and he is perfectly wilhng to have the family 
suggest consultation, but he is convmced that the recovery of 
the patient depends on factors over which neither he nor the 
consultant have the slightest control 

It IS true that there exists a specific treatment for one group 
of cases Howei er, this group is relatively small as compared 
'nth the sum total of all pneumonia cases, and the conditions 
requisite for the use of this specific treatment are such that it 
has not become available for the unhospitahzed patient 

A very large amount of energy has been consumed m the 
unsuccessful search for speafic therapy m other tyqies of the 
disease Indeed, as we are coming more and more to appreaate 
the mutations of the causati\ e agents and their abihty to adopt 
measures against the immune bodies of the patient, one grows 
rather pessimistic of the success of speafic therapy 
36s 
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If one looks back a bttle into the history of the treatment of 
tjrphoid fever, he wiU find that many of the methods (protein 
reactions, vaccme mjections, etc ) now under experimental use 
m pneumoma, were apphed to it and abandoned This disease 
was conquered by prevention and by a rational method, first 
clearly outhned by Coleman,^ of protecting the patient against 
the invadmg typhoid orgamsm untd he had sufficient time to 
develop an immunity 

It would seem therefore that more energy should be used ui 
studymg the morbid physiology of the pneumonia patient If 
this IS understood, we might be able to protect the patient until 
his immumty is suffiaent for recovery If we are successful in 
protectmg a tjrphoid patient for three weeks, it would seem that 
with more mtensive effort, a pneumonia patient could be pro- 
tected over five to nine days 

I wish to discuss the very meager mformation that we possess 
as to the physiologic perversions m pneumonia and to cite 
3 cases successfully treated 

Metabolic Requirements — DuBois^ has shown that the 
metabohc requirements for patients are governed by certam 
general laws irrespective of the nature of the agent causing the 
temperature Thus for each degree rise in temperature (Fahren- 
heit), the metabohsm is increased 7 2 per cent Restlessness 
increases it 10 to 30 per cent and toxerma (a term which is in 
good standmg chmcallj’- but which has not been defined physio- 
logically) 10 per cent The metabohsm m pneumonia behaves 
much as it does m a severe case of typhoid So if one wishes to 
prevent significant loss m body nitrogen and body weight, the 
patient must be fed a diet contammg approximately 100 per 
cent more calories than would be required for the same patient 
under basal conditions, in other words, basal + 100 per cent 

Tn view of the short duration of the disease, most writers 
consider that it is neither necessary nor important to feed 
pneumonia patients a diet suffiaent to protect their body weight 
and nitrogen As a matter of fact, the influence of this measure 
on the behavior of a group of pneumonia cases has not been 
ngidl}^ tested out It is easily appreciated by all that the diffi- 



OBJECTS AND UETHODS OF TREATING PNEUMONIA 365 

culties of feeding a desperatelj sick patient such large quan 
titles of food may be great or even prohibitive 

On theoretic grounds alone and from the consideration of the 
benefiaal effects of food on typhoid patients, one ivould conclude 
that the ideal pneumonia diet would be one approximatmg the 
metabolic reqmrements 

The Local Pulmonary Condition — There appears to be two 
very different types of pulmonary reactions, one typified by the 
classical lobar pneumonia’ and the other b> the influenzal 
bronchopneumonia In the lobar type the pathologic process 
IS a local one which may be more or less extensive The remainder 
of the lung remains normal and retams its normal capaaty for 
exchange of oxygen and carbon dioxid In certam states of 
hepatization this affected portion of lung is both airless and 
bloodless and 15 excluded from the arculation Hence in many 
of these patients there is no mterference with the oxygen satura 
tion or load m the blood It is therefore obvious that the distant 
cells would not develop an oxygen want and would not then 
develop perversions of the metabolism due to this cause 

In the case of the influenzal bronchopneumonia,* * the 
pathology resembles that found m gas poisomng and the pul 
monary edema stage of the lobar pneumoma There is a diffuse 
bronchial reactions which may be of an anaphylactic nature, and 
here and there where the drainage is poorest and the reaction is 
greatest, a patch of consohdation appears As time goes on 
these patches may mcrease m size and meet each other Then 
n diagnosis of confluent bronchopneumoma is made It is 
quite obvious that from the very onset of this chseasc, the 
physiologic exchange of oxygen and carbon dioxid is upset The 
whole lung 13 mvolved, and shortly after the onset of the dis- 
ease, cyanosis manifests itself The alveolar membrane has 
Iiecome relatively impervious to the oxygen The blood is 
snatched away before it has time to acqiure its normal load of 
oxygen If these bloods are equihbrated with oxygen, they are 
found to have a normal oxygen capaaty This means that all 
the outlying tissues of the body arc subjected to oxygen want 
Hxygen want results m axcess aad production and makes the 
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blood a poorer transport mechanism for acids, hence allowing 
their accumulation m the tissues When the extent of these 
changes on the various t)^es of body cells have been analyzed, 
we will doubtless then understand what is gomg on in the 
patient when the clmiaan teUs us that he has a high degree of 
toxemia 

The Circulation — From the mspection of a pneumonia 
patient, one is apt to develop a wrong conception of the cir- 
culatory difficulties One sees a cyanotic patient, finds one or 
more lobes consohdated, hears a snappy second puhnonic tone, 
and he visualizes a heart which is working under great strain 
and havmg great difficulty m keepmg the load of blood moving 
through the lungs Then one observes a capiUary pulsation in 
the nails and a rosy cheek, and he makes the mental note that 
there is a paresis of the vasomotor nerves and center 

As a matter of fact, the cyanosis does not mdicate poor car- 
diac action,® and the cardiac failure anses from an madequate 
blood volume rather than a pulmonary obstruction 

The capillary disturbances m turn are due to a toxic effect 
on the capiUanes themselves Perhaps it will be helpful to 
develop this picture with more detail If a man is suddenly 
transported mto a high altitude or subjected to a decreased 
oxygen pressure, there is an immediate mcrease in the number 
of red blood-cells with a corresponding decrease in the fluid 
content of the blood If the individual corpuscles cannot obtain 
their maximum load of oxygen, then the total amount of oxj'’gen 
transported can be mcreased only by mcreasing the individual 
number of earners This then is a compensatory reaction of 
anoxenua, of oxygen want If now there should be hberated 
into the blood-stream capillary poisons similar to the well- 
known histamin hydrochlond, then there would be a further 
tendency for the blood to lose its flmds mto the tissues and mto 
the lungs, in the latter case, producing a pulmonary edema 
This would result m a concentrated blood ^vlth a hemoglobin 
content 100, 110, 125 If now these capillary poisons should 
cause a larger number of extra capillanes to open up and increase 
the size of the vascular bed, some 20 to 50 per cent , it can be 
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seen that the blood volume absolutely reduced would how be 
still further relatively reduced and be rendered further m 
adequate 

The author* m 1918 discussed the arculatory state of the 
mfluenzal pneumonia patients, and described it as due to toveima 
shock. Underhill and Rmger* m 1920 reported an actual con 
centration of the blood m the more severe cases The heart 
therefore fails because it is attemptmg to keep a highly con- 
centrated flmd with mcreased \Tscosity moving about effiaentl} 
in a bed 20 to 50 per cent too large for it 

The Outlying Tissues — ^As previously stated one of the 
most obvious effects of an anoxemia is excess aad production 
and a tissue retention of these aads because the transport capac- 
ity of the blood is reduced Palmer' has shown that such an 
excess aad production does actually occur This fact is firmly 
established in the chmaans’ mind 

The Ltper — The destructii'e effects of the pneumomc process 
on the hr er are great 

Postmortem, a wide vanety of changes have been desenbed 
(penhepatitis, cholangitis, parenchymatous hepatitis, fatty 
ehanges, nutmeg hver, and cirrhosis) The frequency of a 
frank jaundice m these cases is faimhar to all, and there is a 
still larger group of patients with a subictenc tmt to the sclera:, 
who doubtless have a jaundice which blood examination would 
reveal More recently Harris^ has subjected a number of cases 
of lobar pneumonia, m which there was no increase of bihrubm 
m the blood, to hver function tests, and found that m all of 
these cases there was evidence of hver damage In a correspond 
mg group of other mfections (typhoid, scarlet fever, erysipelas) 
such damage did not occur 

To the hver has been ascribed a detoxicaPng function It 
detoxicates bacterial poisons whether they he elaborated -nithin 
the organism or m the gastro-mtestional tract It also has a 
relatively important phagocytic function 

More recently , Andrews' and assoaates hav e shown that 
urmary proteins may be of liver ongin These proteins have 
been spht off from the hver as the result of hver mjury Since 
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this molecule is a foreign protein m the blood-stream, it is ebm- 
mated by the kidneys 

Mason® has shown that if a few grams of hver tissue are 
dropped into the peritoneal cavity of the dog, a fatal toxemia 
(eighteen to twenty-four hours) results This same result has 
been obtamed by Andrews when the liver is transplanted into the 
axilla The corrosion specimens of the hver m arrhosis pre- 
pared by McIndoe/“ render it probable that cholemia appears 
when the hepatic artery is no longer able to supply the liver 
parenchyma with blood By analogy one rmght consider that 
this severe intoxication descnbed by Mason foUowmg the 
autolysis of hver tissue is sumlar to the intoxication of hver 
msufficiency seen in cholemia 

If we now consider the pneumonia patient and foUow the 
clmical course of the disease, when “the toxenua” becomes mani- 
fest, we find many points of similarity to the clmical picture 
produced in hver insufficiency The urme contams albumm, 
and the circulation rapidly develops the shock state discussed 
in a previous section It therefore seemed to me that if the 
therapy m pneumoma were directed toward the prevention of 
hver damage that the course of the disease might be influenced 
It is thoroughly established clmicaUy and experimentally that 
glucose given in large quantities exerts a powerful protective 
influence m the presence of hver damage Hence it was decided 
to protect the patient with an adequate quantity of glucose and 
an abundance of fluids 

In the tables, the glucose is figured as the total available 
glucose from all sources AU foods fed the patients were weighed 
and the glucose equivalent estimated 


Case L — ^The patient ■«as \ihite, male, age sixty seven years, who entered 
the hospital vithin tvehe hours of the onset of bronchopneumonia, vith 
major findings in right lover lobe He was se\erely prostrated and cj'anosis 
v-as established on admission 

Past History — Duodenal ulcer, controlled by medical management 
Red blood-cells, 4,320,000, vhite blood-cells, 12,500, hemoglobin 70 Dd 
ferential moderate, increase in polj morphonuclear leukocj'tes 

Urine — Trace of albumin — sugar and acetone — negativ-c Microscop- 

ically a fev granular and hyaline casts 
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Sputum — Prune juice to bnght frothy red numerous streptococci and 
pneumococci 

Clinical Course — During the first three da>"B every eflFort was made to 
feed the patient at tuo hour intervals because of his duodenal ulcer and to 
push fluid# because of the febnlc state However he rapidlj developed 
difficulty m eating He was so u-eak, listless and d>- 8 pncic that it was xrapoa 
sible to force the food on him By the third day abdominal distention had 
become marked and it was impossible to get him to take >v^ter in appreciable 
quantities Consequent!) fluid intake bj mouth was supplemented by the 
subcutaneous administration, of 5 per cent glucose 1000 c,c at a time To 
this solution a small amount of novocain was added so that the patient expen 
enced little actual pain dunng its administration Below is attached a sum 
marued table showing the progress of the case the quantity of fluids taken 
and glucose mjected It will be noted that the fluids given ■were usually 
3000 <xc or better and the glucose amounted to 100 gm per day 

TABLE 1 


While — Hale, Age sixty seven yetwi 


Bate. 

Temp- 

erature. 

Pulse. 

Rapl 

nti^ 

Fhtld* 

mouLb 

nuicK 

Tool 

Gluase. 

Cslct^ 

Unac- 

November i 

•Oth— C 

nset of 

•s 

c 

0 

.c 

opneuir 

oob 





21 

102 4 

120 

36 








101 6 

&4 

32 

2970 


2970 

81 

1500 


22 

102 2 

120 

40 








100 2 

108 

32 

3390 


3390 

61 

1130 

790 

23 

101 

134 

28 








100 2 

112 

22 

1950 


1950 

51 

SSO 

1200 

24 

100 6 

140 

36 








98 8 

110 

23 

1500 

1000 

2500 

86 

570 

815 

25* 

99 

120 

36 








98 2 

106 

26 

1530 

2000 

3530 

■rriM 

400 

680 

26* 

99 4 

120 

32 








98 6 

106 

24 

340 

2000 

2340 

■PM 

■PPl 

■UKW 

2 , 

99 6 

112 

28 








98 2 

100 

24 

1500 

2000 

3500 

100 

Til 


28 

99 6 

104 

32 








98 4 

96 

24 

1190 

2000 

3190 

100 

400 

1350 

29 

99 8 

100 

32 








98 6 

90 

24 

1140 

1000 

2140 

186 

850 

1135 

D<xembor 20th— Discharg 

■ed in ambulance 







* Very weak oxygen inhalations at irregular inten’als Patient unco- 
<5perati\-c in its use. 


A* soon as this regime was well established the impro\'ement of the 
patient u-ai definite and marked After ^o^’ember 29th he was able to take 
VOL, 13—04 
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sufficient food and fluids by mouth If he had a poor day and did not receive 
his quota, an hypodermoclysm was given at bedtime 

In addition to the above management morphin was used freely Caffein 
sodium benzoate and digifolm were used for stimulation 

Case n — A white female aged fifty years developed a chill at 4 p ii , 
and entered the hospital at 10 p M on November 27, 1928 A diagnosis of 
nght lower lobar pneumonia was made Prostration was severe and cj'anosis 
appeared early 

Red blood-cells, 4,150,000, white blood-cells, 14,000, hemoglobin 65 
Differential — preponderance of polymorphonuclear leukocytes 
Unne — ^Trace of albumin, othemnse negative 
Sputum — ^Absent 


TABLE 2 

Wlnle — Female Age fifty years 


Date 

Temp- 

erature 

Pulse 

Respi“ 

ration 

Fluids, 

moutK 

Fluids, 

sUn 

Total 

Glucose. 

Calones, 

Urine. 


27th— C 

inset w 

th chill 







11/28 

103 6 


40 








101 4 

95 

32 

3530 


3530 

83 

409 

600 

11/29 

103 4 


38 








102 

95 

28 

3315 


3315 

88 

673 

950 

11/30 

103 6 

95 

30 








101 8 

95 

28 

3515 


3515 

75 

826 

750 

12/1* 

102 8 


30 








101 


30 

3525 


3525 

111 

826 

1100 

12/2* 

102 4 


30 








101 4 

98 

28 

1380 


3380 

175 

863 

2125 

12/3* 

102 4 

95 

28 








100 6 

88 

22 

355 


2355 

no 

440 

2700 

12/4* 

101 

84 

22 








99 2 

78 

22 

725 


2725 

149 

663 

1175 

12/5* 

99 8 

84 

20 








98 

78 

18 

1120 


4120 

200 

908 

560 

12/6 

99 4 

80 

24 








99 

70 

20 




175 

1035 

2200 

12/7 

99 6 

82 

24 








98 4 

78 

20 




162 

1039 

2300 

12/8 

99 4 

80 

22 








98 4 

74 

20 

3775 


3775 

206 

1283 

1515 


* Period of complete disonentation Marked toxemia 


Cltntcal Course — During the first four days in the hospital an attempt 
was made to give the patient 3000 c c of fluids and ISO gm of glucose by 
mouth It wnU be noted that the glucose taken was approximately half of 
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the amount ordered The fluid intake tcII msmtamed The cyanosis 
became more pronounced and the state of the arculation vrz» more unsatis 
factory On the night of December 1st delinum began and continued until 
December 5th Dunng this time she ^'aa enttrcJ\ disoriented and almost 
unmanageable Almost everything given by mouth v.'as refused Begin 
nmg December 2d 1000 c.c. 5 per cent, glucose was given subcutaneously 
e\*ery eight hours until the patient cleared on December 5th and again began 
to co-opjerate 

The irapro\ement m the toxemia and dehnum was again marked after 
administration of the glucose at these regular intervals On the morning of 
the 5th the temperature reached a Icwl of 99 4 F and after this shmved no 
significant rise 

Her further ^eco^'e^y ^tis uoe\TotfuI Medication in this case consisted 
of bromids per rectum for restlessness Morphin for rest Caffein sodium 
benroate and digifolm as needed for stimulation 


Case IIL — ^This is a white female age thirty two >'earB who two and a 
half j-earB ago dc\’cJoped an eclampsia and was dcli\’tred of a child by cesarean 
•cction Two months prior to her pneumonia she was deli>'ertd of a second 
child by cesarean section She had a double mitral lesion and following the 
Kcond cesarean section she developed a definite decompensation with mod 
crate edema of ankles U\'er below the umbilicus and moderate ascites She 
recovering from the decompensation when the suddenly developed a 
pern in nght cheat associated with a friction rub and blood tinged sputum. 
When first seen I was unable to determine whether she had thrown off an 
auricular blood-clot or had developed a true pneumonia However she has 
run the clinical course of a severe pneumonia Two days prior to the onset 
of the pneumonia, the unne contained large quantities of albumin and many 
renal cells but no casts. The blood pressure was 156/90 

On admission Red blood-cells 4 100 000 white blood-cells 11500 
hemoglobin 65 


Differential slight preponderance of polymorphonuclear leukocytes 
It seemed to me that in this case where there olready was presumably 
hver damage due to the old eclampsia and the recent cardiac decompensation 
that there was every reason to crowd the quantlt> of glucose to the limit 
The pneumonia began December 30th and patient entered hospital on 
December 31st so that intensive treatment was begun within twenty four 
hoars of the onset of the disease During the first three da >'8 we were handi 
‘^Pped by vomiting but this stopped dunng the day of January 2d and has 


not returned However vre have had considerable difficulty with abdominal 
distention which is presumably aggravated by the large quantities of carbo- 
hj*drates in the diet At the onset the patient was giN'cn fluids subcutaneously 
four times On the first two occasions, the absorbed these fairly woll On 
the last two occasions quite poorly In fact weapparentl> o\Trstepped the 
traffic limit of her tissues for water as the face became somewhat edematous. 
At this stage euphjllln was started and the unnary output began to pick up 
'VTiether the improvement was due to the medication or to the lessenmg of 
the toxemia of the patient I am unable to sa> While this patient cannot as 
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yet be said to have recovered, she has neutralized her tovemia and survived 
her pneumonia She has had a crisis and now shows only the effects of her 


TABLE 3 

White — Female Age thirty-two years 


Date. 

Temp- 

erature 

Pulse 

Respi 

ration. 

Fluids, 

mouth. 

Fluids, 

skin. 

Total 

Food, 

glucose 

Calones 

Unne 

mcc. 

— 

Onset ( 

ofpneui 

nonia — 

-friction 

irub — -1 

iloody s 

iputum 




103 

8 

124 

44 








102 

8 

112 

38 

1400 

1000 

2400 

129 

576 

170 

1/1 

104 

2 

122 

42 








103 

2 

100 

40 

1560 

3000 

4560 

290 

1838 

970 

1/2 

103 

4 

124 

40 








101 

2 

no 

34 

2573 

1000 

3573 

238 

1571 

750 

1/3 

102 

8 

114 

40 








102 

4 

100 

32 

3230 


3230 

230 

1599 

275 

1/4 

101 

4 

104 

34 








100 

6 

100 

30 

4090 ! 


4090 

328 

1996 

1225 

1/5* 

103 

0 

104 

40 








100 

8 

92 

30 

3695 


3695 

258 

1417 

800 

1/6 

101 

2 

120 

40 






1 


101 

0 

100 

36 

3695 


3695 

222 

1735 

800 

1/7 

104 

2 

120 

40 








101 

0 

100 

36 

2900 


2900 

225 

2061 

1090 

1/8 

101 

0 

120 

32 








98 

6 

118 

30 

3325 


3325 

238 

1618 

1110 

1/9 

100 

8 

124 

34 








99 

2 

112 

28 

4140 


4140 

244 

1740 

725 

1/10 

Toxerma neutralized 

Afebrile Decompensation reappearing 










— 




* New pneumonic area appeared in right middle lobe 


cardiac injury^ Temperature ranges between 97° and 99° F Cyanosis of 
finger nails is absent The abdominal distention is under control 

Discussion of the Treatment of Pneumoma — Oxygen Ad- 
imntslrahon — If we are to consider the anoxemia or oxj^gen 
want, a fundamental defect which preapitates in its tram so 
many secondary defects, it would seem rational at all hazards 
to provide methods and means of supplymg oxygen to these 
patients The value of oxygen therapy has been studied and 
emphasized by Stadie,“ Means,*^ and associates There can he 
no doubt that this measure alone is an important life saving 
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one There has apparentlj not been developed a satisfactory 
method of adnunistenng it so that it can be made available to the 
large number of unhospitahzed cases needing it It is also con- 
ceivable that the agent ivhich produces the toxemia may not be 
greatly influenced by the rebef of the anoxemia The toxeima 
may be the direct result of the toxms of the bactena Hence 
e\ en when the anoxerma 13 reheved the major problem may still 
remam 

Alkali Admimstralion — Means'* has shown graphically the 
'alue of alkahes, and the medical profession has qmte generally 
adopted this suggestion The alkahes maj be given m suffiaent 
quanbties to alkalmize the unne, and then they are to be with 
drawn until the unne becomes aad agam 

Fluid A dmimslraiton — Underhill and Ringer* emphasized 
the necessity of pre\ entmg the concentration of the blood m the 
influenzal pneumonias They found that a preliminary venous 
section followed by admimstraUon of large quantities of flmds 
hy mouth and subcutaneously prevented this concentration 
providing these measures were taken early enough It has long 
been established that fluids m large quantities are extremely 
'mportant In the 3 cases cited it will be noted that the quan- 
t'ty of fluids av eraged 3000 c c in twentj four hours 

Litchfield" m August, 1918, emphasized the value of hyper 
tonic glucose, 25 per cent solutions, when given mtravenously 
m the treatment of pneumonia Other workers have made 
^unilar suggeshons The difficulty with these suggestions m the 
past arises from their apphcation as sort of last measures when 
the patient has been allowed to shp to the bnnk of death The 
point of this dime is not that the glucose be used as a mirade 
workmg agent, but that just as soon os the patient is taken 
aick It be given to him then, early, m large quantities, and by 
■Bouth If he cannot take it by mouth, give it subcutaneousl> m 
the form of 5 per cent glucose made up m doubly distiUed 
a-ater 

I hav e used this method on patients late m the disease and 
*'ave given hypertonic glucose solutions intravenously without 
affecting matenallv the course of the disease 1 beheve that 
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this liver damage must be prevented and sidetracked if we are 
going to help our patients by symptomatic treatment 

Drug Adimmstration — Such drugs as are required by the 
patients condition should be used 
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Albert Merrut Becxings Hospital, University of Chicago 


TWO CASES OF MENINGITIS DUE TO PNEUMOCOCCUS 
TYPE m 

These 2 cases presented are of particular interest in relation 
to certain problems vybicb arise concerning the etiology and diag- 
nosis of pneumococcus meningitis 


Cmc L — P W a boy of fifteen, whose hi8tor> was as foUou-s. Four 
dal's before adrauslon he had jost returned from school for the Chnrtmai 
Holidays and was m good heal^ eaccept for a sbght cold which he had had 
for some da>*s On his UTiy downtown to do some Chnstmas shopping he 
snddenlj, put his hand to his right forehead complaining of pain m this region 
This soon grew so severe that his mother took him to sec the phiuoan of the 
department store in ^hlch they happened to be The physician considered 
that the boy was probably suffenng from an acute sinus infection and sent 
him home The pain continued and by the following day the boy seemed 
coniiderablj prostrated and complamed of temporal headache and superficial 
in this region Temperature at this time 104 F The family 
physloan saw the boy and made the same diagnosis as the physician who 
had seen him first but on account of the presence of generalised body pams 
which had developed and the prostration and nausea together with high 
fever he considered that the boy was suffering from an attack of Influenza 
The next morning t e the third day of the illness the patient seemed better 
Hts temperature was 100 5 F The headache had spread to the back of his 
^^d Sensib\‘enes8 was still present over the frontal sinus No stiffness or 
pain on motion of neck* That afternoon the condition became markedly 
Temperature rose headache more se\'ere and there was definite 
stiffness of neck, Mentalit> was quite clear and alert A consultant was 
called la and lumbar puncture decided on The puncture performed that 
^•enmg yielded a slightly cloudy fluid apparently under normal pressure 
Queckenstedt positK-c 32 c,c. fluid withdrauri and 30 c*c, of antimeuingo- 
^^occuf scrum gii'en 

Microscopic examination of the fluid showed 2000 cells per cubic mllli 
^ter about 60 per cent of which were polimiorphonuclears Thorough 
craraination of two stained films showed only one micro-organism an extra 
ce ular Gram positut diplococcus. The spinal fluid y.'ns cultured on blood 
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agar plates, in dextrose agar and in Avery’s dextrose blood broth A mouse 
was also inoculated with a small quantity of the fluid 

The patient passed a very restless night, required morphin to keep him 
quiet, and the following morning he was brought into the hospital in a senu 
comatose state By this time the organism m his spinal fluid had been iden 
tilled as a pneumococcus Type III The signs were those of marked meningeal 
irritation, photophobia, sluggish pupils, retracted stiff neck, positive Babinski 
and Kernig, temperature 102° F rectal, pulse 74 — good quality, respirations 

24 but shallow, and the finger-nails definitely cyanotic Swelling of the nght 
cheek and eye were noted The lungs were clear and the heart apparently 
normal 

A lumbar puncture W'as performed and 30 c c of very cloudy fluid con 
tainmg large flakes of fibrin were obtained The basal cistern w'as then 
punctured and an attempt made to wash out the spinal canal with phvsio 
logic salt solution After a small amount had been injected, the flow' ceased 
and no further fluid could be either injected or withdrawn from the cistern, 

25 c c of Kyes’ antipneumococcus chicken serum was injected During the 
above procedures the patient’s breathing had been getting shallower and more 
stertorous His condition grew steadily worse and he died fifteen minutes 
later 

Bacteriology — The blood-agar plates showed after twelve hours a growth 
of large mucoid transparent spreading colonies which on staining proved to 
be a Gram-positive lanceolate diplococcus The Avery medium showed a 
heavy growith of the same organism w'hich was bile soluble, thereby identi 
fying It as a pneumococcus This bile autolysate added to antipneumococcus 
serum Types I, II, and III gave a heavy and prompt precipitate with the 
Type III serum The mouse which died after fifteen hours likewise yielded 
a Type III pneumococcus 

Autopsy — ^An autopsy was performed within an hour after death \Vhen 
the calvarium was opened the dura was found to be under greatly increased 
tension The convolutions were flattened, the sulci less distinct, and the 
entire nght hemisphere was covered by a greenish-yellow viscid exudate 
This was particularly dense in the right frontal lobe The left side was 
scarcely invoh'ed at all The ventncles were free from exudate The base 
of the cerebellum contained exudate and in the angle betwaen the cerebellum 
and the medulla there was a fresh hemorrhage m the venus plexus of this 
point In the posterior fossa of the cranium beneath the tentorium cerebclh 
there ^vas a fresh blood clot measuring 5x5x3 cm Ujxm opening the 
nght frontal sinus much greenishr purulent matenal exuded This same tj pe 
of pus was found in the nght supra-orbital tissues Smears made from the 
exudate from the nght frontal sinus and from the leptomenmges showed 
polymorphonuclear leukocytes, mononuclear cells, and Gram-positi^ e 
lanceolate-shapied diplococci The pleural cavities, lungs, and other internal 
organs showed no pathology Culture of heart blood at postmortem showed 
no growth 

Case IL — -W D , a man of forty, had been m good health until the present 
illness except for a slight coryza contracted two weeks previously Two 
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days before admission to the hospital pain m the left ear began mtjher abruptly 
It soon became se\Trc and persisted for twenty four hours v.dicn the tympanic 
membrane ruptured with the discharge of a thin watery blood-stained fluid 
This brought immediate relief of the pain Twelve hours later he began to 
complain of frontal headache which soon became excruciating in intensity and 
radiated over the entire head The patient was very restless and at times 
dehnous He was admitted to the hospital on the raoming of the second day 
of his illness. 

Physical Examttialtem — At this time he had a temperature of 99 4® F 
pulse 104 and respiration 30 He 'v^'as restless and unco-operative Ex 
amination of the e>ea should constricted pupils but equal and reacting to 
hght The eye grounds re>’ealcd an early stage of neuntis of both optic 
nerves No paralysis of ocular muscles as far as could be determined The 
note showed mucus and pus in both oostrfls of a character seen in a resolving 
coryza The tonsils were infected and cryptic. The nght ear appeared 
normaL The left ear was very red. The ear drum was perforated and a 
thm bloody discharge was seen pulsating through It T*here was no redness 
or tenderness over the mastoid nor any drooping of the canal wall Ebcamina 
tioa of the chest revealed an accentuation of the breath sounds at the nght 
lower back where coarse r4Jea and a to-and fro friction rub heard. Shght 
dulness over this area The heart appeared to be normal Blood pressure 
•>'8toIic 108 diastohc 90 No abnormal findings m the abdomen 

Rtfiexas — The cranial nerves showed no disturbance except for a pos- 
sible slight faaal asymmetry The tongue protruded in the midhne, but 
could not be mo\'ed vzry rapidly and his s p ee ch was blurred Movement of 
the neck was painful Abdominal and cremasteric reflexes present and equal 
The nght knee jerk sluggish and slight the left active Ankle and plantar 
reflexes normal On the nght the Kcmig sign was po«iti>*e on the left 
doubtful 

Lumbar puncture performed at this time yielded a yellowish cloudy fluid 
which exuded a drop at a time only 1 c.c, obtained A stained smear revealed 
large numbers of Gram positive lanceolate diplococa The cells numbered 
2000 and were chiefly polymorphonuclear leukocytes 

As this organism was morphologically a pneumococcus it was important 
to determine the type as rapidly -as possible This was done b> means of a 
precipitation test with the centrifuged spinal fluid which showed it to be a 
Type III Later agglutination and bile-colubility tests with a culture of the 
•pinal fluid corrobonited this deterrmnatjon 

Following the identification of the Invading organism, a second lumbar 
puncture was performed three hours later 20 cc, spinal fluid was obtamed 
by using suction and 17 c.c. Kyes antipneumococcus chicken serum was 
given The patient was >'ery restless and was given morphin and hyosdn 
^hich soon had a quieting effect Two hours later 40 c.c, of Kj'cs chicken 
•erum was given intravenously and after a further two and a half hours 
another 30 c c. was gi\'cn intmspinally The patient gradually became worse 
and died ten minutes after the last intrasplnal injection 

Autopsy — Examination of the brain showed that the dura mater was 
under considerable tension The subdural and arachnoid spaces were filled 
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with greenish pus which was most abundant close to the fal\ cerebn There 
appeared to be more exudate on the nght side of the brain than the left and 
on the left the exudate was thickest over the panetal and occipital lobes 
The convolutions of the hemispheres were flattened The cisterns were filled 
with pus and there was a considerable amount of adhesion over the sylvian 
fissure The dura about the left lamina cribrosa was normal, but over the 
left tegmen tympani there was an area of discolored dura about 1 cm in 
diameter The cavum tympani underneath and the left mastoid cavity Mere 
full of the same thick greenish pus as was found in the meninges The nght 
tegmen tympani was rarefied, but normal The other sinuses were normal 
Within the nght pleural cavity there m ere found some adhesions at the base 
The nght lung showed beginning hypostatic pneumonia in the lower pos- 
terior pole of the uppier lobe The other organs showed the usual findings in 
an acute severe infection Culture from the heart's blood at postmortem 
yielded a pneumococcus Typie III The same organism was obtained from 
the menmgeal pus 

DISCUSSION 

Although pneumococcus memngitis occurs not infrequently 
as a comphcation of foci of pneumococcus infection about the 
bram case, the factors favonng the spread of infection to the 
menmges are not always apparent In the second of the above 
cases conditions for extension of mfection seemed to be excep- 
tionally favorable in that the tegmen tympam was of unusual 
thmness There was also a blood invasion, but whether pnor or 
subsequent to the mception of the menmgitis we do not know 
In the first case no such unusual anatomic vanations were found, 
but the fact that an uncle of the boy had died of pneumococcus 
menmgitis two years previously suggests the possibihty that he 
may have had an abnormally low resistance to the pneumococcus 
It IS probable that other factors, such as adequate drainage, 
etc , also play important r 61 es m determining the extent and 
direction of the spread from the ongmal focus 

Smce the signs and symptoms of pneumococcus meningitis 
are the same as those of acute menmgitis due to other pyogenic 
micro-organisms, the diagnosis hes entirely in the identification 
of the causative agent This can sometimes be accomphshed 
very promptly after withdrawal of the spinal fluid as was done 
m Case n In other mstances, and this is usual, the organisms 
are not present m large numbers and perhaps so few are visible 
as to make immediate diagnosis imsafe Culture of the fluid on 
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suitable media is then earned out It should be stressed here 
that pneumococa may not grow unless the media has the nght 
hjdrogen ion concentration, a ^in of 7 6 to 8, and is sufficiently 
enriched b) fresh serum or dehbrmatcd blood 

In virtue of the fact that the spmal fluid of Case n contamed 
such numbers of pneumococa it was possible to make an immedi 
ate tj'ping on the cleared fluid which was rich m the pneumococcus 
specific soluble substance MTule one cannot be certam that a 
Gram positive diplococcus, even though lanceolate shaped, is a 
pneumococcus until it has been shown to be bile soluble, the 
presumption m Case n that the organism was a pneumococcus 
m view of the definite preapitation with Type III antipneumo- 
coccus serum, seemed justified as a tentative diagnosis 

The results of specific treatment of pneumococcus memngitis 
have been deadedly discouragmg While there are not a few 
cases m the hterature of reported recovenes followmg the use 
of antipneumococcus serum, certam of these at least, as Kolmer’ 
points out m his recent review of this subject, maj have been 
due to organisms other than the pneumococcus At an) rate 
suffiaent bactenologic data 13 not given to be sure of the etiology 
Other careful workers agree with this view ’ There are, how- 
ever, a very few cases which seem to have been clearly pneu- 
mococcus menmgitis and which responded to serum treatment 
The most favorable report on cases treated with antipneumo 
coccus serum is that by Litchfield’ m 1920 who employed Kyes’ 
polyvalent antipneumococcus serum m 10 cases of pneumococcus 
menmgitis with five recovenes The bactenologic data given is 
not entirely convmcmg m all these cases but several of them 
appiear to have been definitely due to pneumococcus Typmg 
'vas apparently not made In view of Litchfield’s report and 
the hopeless prognosis of the two above cases without treat 
ment, Kyes’ serum was admmistered The findings at autops) 
showed that no form of sjieafic treatment could have been ex 
ported to affect the disease process The abundance of exudate 
and deposition of fibrm were such that free arculation of immune 
bodies was impossible Furthermore had it been possible to 
administer a specific immune scrum of high potenc) this would 
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have had to be given very early m the disease as the meningeal 
infection developed with tremendous rapidity In the second 
case it is probable that the menmgitis began certainly not more 
than twenty-four hours before death 

In the hght of our present knowledge the greatest hope of 
successful treatment would seem to be m cases due to Type I 
pneumococcus mfection smce it is agamst this type that the 
most potent immune serum can be produced The most rational 
method of treatment consists m first washing out the spinal 
canal by lavage from the basal astern through the lumbar canal, 
then injection of immune serum by the same route At the same 
time serum should be given intravenously A recent report by 
Harkany'’ who treated successfully a case of Type I pneumo- 
coccus menmgitis with specific immune serum illustrates the 
possibdities of this method That there may be chfficulbes in 
carrymg out this procedure was found m our cases Now that 
it has been possible to concentrate Type 11 antipneumococcus 
serum to a marked degree, specific treatment of menmgibs 
due to this type may be attempted with some hope of affecting 
the course of the disease The use of Type III antipneumococcus 
serum even though mcreased m potency by concentration would 
seem to offer httle prospect of influencmg meningitis due to 
pneumococcus Type HI However, the method of free sub- 
arachnoid drainage both by lumbar and astern puncture which 
was employed by Globus and Elasanm® in a case of Group IV 
pneumococcus menmgitis with recovery should at least be 
attempted When no specific therapy can be given this should 
be the method of choice 
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ESOPHAGEAL OBSTRUCTIONS 

VVe realize when we begin a dime on diseases of the esophagus 
that we are dealing with comparatively rare condibons, but be 
cause the function of the esophagus, that of carrying food from 
the mouth to the stomach, is essential, we feel these conditions, 
though rare, are of considerable importance There may be 
added to this also the fact that entrance of food through other 
channels such as gastrostomy openmgs or artifiaally con- 
structed tubes to replace the esophagus is painful, distressing 
physically and mentally, or very imsatisfactorj , and a knowledge 
of esophageal pathology and methods of treatment which will 
prevent devastaUng surgical procedures and allow the patient 
to swallow his food m as nearly as possible a normal manner will 
®ccm very much worth whde to both patient and physiaan 

In considenng diseases or malfunction of the esophagus, one 
should keep m mmd the three essentials, its anatomy, its 
physiology, and its relation to surrounding organs The gross 
anatomy is comparatively simple, that of collapsible, distensible, 
long, narrow tube beginnmg opposite the upper border of the 
cncoid cartilage about 6 mches from the inasor teeth It is 
about 16 mches in length and enters the stomach about 1 inch 
below the diaphragm It has a cahber of about 2 cm which is 
shghUy constneted by a sphmeter at the upper extremitj and 
by a definite sphmeter at the cardia These sphmeters are 
mentioned because a retention of irritants at either of these 
levels cause pathologic spasms or destruction of tissue with 
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scar formation The outer muscular coat of the esophagus has 
an external layer of longitudmal and an mner layer of arcular 
muscle-fibers These are voluntary stnped musde-fibers near 
the pharynx, but below the pharynx are mostly of the unstnped 
involuntary t)rpe The submucosa is a comparatively thick 
layer and throughout the lower hah has embedded in it mucous 
glands The mucosa is covered by a stratified epithehum which 
at the cardia changes to a glandular type more like that of gastnc 
mucosa The physiology is the act of swallowmg which is rather 
comphcated, voluntary as far as it concerns the fauces and both 
voluntary and involuntary m the pharynx where the stnped 
musde is found, and involuntary bdow m the esophagus proper 
A bolus of food havmg been forced past the cricoid cartilage 
puts the muscle-fibers under tension and this starts a progressive 
penstaltic action which carries food downward The cardiac 
sphmcter causes a temporary delay of food just before it enters 
the stomach In its anatomic relation to other organs and in 
its passage from the mouth to the stomach the esophagus occu- 
pies the postenor compartment of the mediastinum anterior to 
the loose tissue which surrounds the trachea, left bronchus, left 
carotid, and arch of the aorta It hes along the nght side of the 
aorta, passmg m front of it just before entermg the abdomen 
The pleurae are on either side of it, the pericardium in front of 
it, the left pneumogastnc m front, and nght pneumogastnc 
behmd it Postenorly, it rests upon the vertebral column 
In the neck it lies very near the thyroid glamd and the recurrent 
laryngeal nerves IVhen one thinks then of pathology, as 
abscess m throat or mediastinum, glandular enlargements, heart 
conditions, pleural infections, aneurysms, etc , involving the 
esophagus directly or by pressure, it makes it necessary in one s 
examination and treatment to be absolutely sure of one’s tech- 
nic so that the patient will not be mjured more than benefited 
by our manipulations It is recognized that rupture of the 
esophagus with its spread of infection mto the non-resistant 
mediastmum is practically always fatal, so that great care is 
necessary m the use of tubes, bougies, esophagoscope, and even 
fluoroscope when esophageal pathology is present 
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The conditions 'ive are considenng now are those of the 
esophagus proper and do not include obstruction caused by 
pathology in ncighbonng organs, in other words, CTtra-esophageal 
lesions, as cervical or mediastinal glands, tuberculosis, or en 
larged thjnoid or thjmus, mediastinal exudates, pencardial or 
pleural effusions, vertebral tumors of vanous types, aneurysms 
of aorta, etc. Broadly it can be said that the s>Tnptomatology 
of esophageal disease centers largely about the difficulty m the 
passage of food from the mouth to the stomach, it ma> be accom- 
panied by a feehng of fulness and pressure in the mediastmal 
region, somewhat localized to the upper or lower levels dependent 
upon the location of the lesion, seldom defimte or severe pain 
unless perforation or near perforation has taken place, regurgita- 
tion of food and secretion (not a real act of vormUng) dependmg 
somewhat on the tightness of the obstruction, retention of food 
particles for hours in ceitam types of lesions, loss of weight and 
strength, part or all of which may be explained on the basis of 
msuffiaent food mtake, thirst, dryness of skin, and diminished 
urinary output from insuffiaent flmd mtake, and in all malig 
nanaes, blood in bowel movements, secondary anemia, and mild 
leukocytosis 

Lesions of the esophagus may be classified m the usual waj 
of (1) congenital, (2) acquired 

CONGENTTAI, LESIOnS 

Congemtal lesions are considered first, not because of their 
frequency or importance, as they are rare, but because m teach 
ing It IS sometimes better to get the less important covered first 
so that your attention will remam fixed for a longer time on the 
more important conditions Congenital lesions vary greatly 
from small areas of partial obstruction due to deformity of the 
wall, or to folds of mucous membrane overgrowth, to complete 
obstruction with parts of the esophagus represented bj fibrous 
oords in which there is no mdication of a lumen This cord like 
structure maj connect with a pouch abo\e or below or the 
pouches may connect with bronchi or trachea or end bhndl} 

In these cases of total obstruction diaanosis is usunlli-nnLmade. 
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the babies may show some other congenital deformity, and do 
not survive The parbal obstructions are more amenable to 
treatment 

Case L — Our first case is that of a boy who came to us when three j ears 
of age His complaint was that of regurgitation of food, a condition which 
had been present since birth The regurgitation would begin as soon as food 
was taken , it was worse with solids than liquid foods, though everything caused 
trouble Careful diet as prescribed by pediatnaans had failed to help He 
was markedly emaciated, showed all the signs and symptoms that go with 
under nourishment There was no history of swallowing foreign body or 
escharotics and his symptoms began in the first weeks of life before it would 
be logical to expect a baby to have placed foreign bodies in his mouth Wasser- 
mann was negative Bougie and tube were obstructed at about the level of 
bifurcation of trachea and barium W'as held at same leifel, the lower edge of 
the barium shadow being smooth and regular There was no blood in the 
bowel movements, no pain on swallowing, in fact the child seemed to be hungrj' 
and thirsty enough so he wanted to take food whenever it wms offered, speaking 
against ulcerations w'lth inflammatory reactions This definitely is a con 
genital deformity which did not completely obstruct 


The method of dilatmg used was that developed by Dr 
Bertram W Sippy It consists of havmg the patient swallow a 
small silk thread which has been waxed to prevent untwisbng 
and knottmg Usually it is necessary to have at least three 
yards swallowed so that the lower end is well down m the small 
mtestme and consequently so fixed that it cannot be pulled out 
We have found by experience that this thin Corticella sdk thread 
wdl pass through any opening that will allow water to trickle 
through so that even the patients with very tight obstrucDons 
are able to get it through if they perservere m the attempt 
The strmg is used as a gmde and along it the wire is mserted 
The wire is of flexible steel with a small bulb screwed and soldered 
to the small end This bulb has an opening m its center through 
which the strmg is threaded The dilating bulbs are arranged m 
sequence on the wire, a small one first, gradually mcreasing m 
size so that the center bulb does the dilatmg A similar senes 
turned m the opposite direction allows for a safe and harmless 
removal of the dilatmg outfit Usually five or seven bulbs make 
up the senes The bulbs are then pressed along the ware through 
the obstruction by a spiral The entire outfit, wire, bulbs, and 
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spiral, are all flexible and can be used through tortuous obstruc 
tions as readily as through straight strictures The safety of 
this method lies m the fact that the string has to follow the 
opemng, the wire of necessity must follow the stnng through 
the opemng and the dilating bulbs must follow the wire, thus 
assunng us against false passage and giving a maxmiiim lateral 
dilatation with a minimum danger of perforahon This boy has 



Pig 01 — Congenital obatruction (partial) (Courtea> of the lUinoIs State 
Medical JouniaL) 


been dilated to date, has had a normal development, and has 
' ery httle ddficulty m getting ordmary foods through During 
the past few years only occasional dilatations have been neces- 
®3r>) more as a matter of bemg sure that the opening was not 
getting smaller, than for real difficulty m suallonmg (Fig 61) 
fn such cases we cannot be sure of type of tissue imTilved m 
the obstruction or the length of the deformed area because the 
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banum shadow below the obstruction is hkely to be the size of 
the opening at the tightest point of obstruction or smaller, cer- 
tamly not large enough to be the outhne of a normal esophagus, 
although the esophagus below the pomt of obstruction may be a 
normal size The dilatations m this case are practically always 
accompamed by shght bleedmg mdicatmg some tearmg of tissue 
This almost surely has led to some scar tissue formation 

ACQUIRED LESIONS 

Acquired lesions, if we make our hst complete, should mclude 

1 Inflammations caused by chemical or mechamcal agents 
plus infections with resultmg reaction and scar tissue formation 

2 Some speaal inflammations as tuberculosis, t3q)hoid, syph- 
ihs, thrush, etc , urenuc ulcers, occasional peptic ulcers, etc 

3 Diverticula which are divided mto three types dependmg 
on their location and type of development 

(a) Traction diverticula which may occur m any portion of 
the esophagus but are more frequently found m the lower por- 
tion They are seemmgly caused by the wall of the esophagus 
bemg mvolved m mflammatory reaction m regional glands, 
mediastinal tissue, etc When the inflammatory reaction quiets 
down, scar tissue develops, and smce the tendency of scar tissue 
IS to contract, the wall of the esophagus is deformed by the scar 
tissue contraction and a diverticulum results This tjqie usually 
does not cause symptoms and is found dunng careful fluoroscopic 
exammation where the esophagus is examined durmg the inges- 
tion of the opaque banum meal or at autopsy Since there are 
no difficulties caused by this type, no treatment is necessary or 
advisable 

(&) Pressure diverticula are usually found on the postenor 
wall at the upper end of the esophagus at its jimction with tbe 
pharynx where the muscle coats do not completely surround the 
tube It is held that the act of swallowing causes pressure against 
this pomt of weakened musculature and a portion of the thm 
inner wall of the esophagus is crowded between muscle-fibers, 
givmg a pouching diverticulum With a pouch formed, each 
penstaltic wave gives more pressure, m time food and secretion 
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enter the pouch, tending to distend it more and more, till finally 
It IS large enough to gi\e symptoms as in the next case 

Ctte n. — Our second case came to ue with a history of difficulty m 
twalkmng which had been present for a year gradually getting worse with 
milder symptoms for a long time which were so slight that they were not 
considered of any importance. He noted a sensation of food sticking high 
up in the esophagus the sensation getting w'orsc at he continued to eat until 
there would be a regurgitation of food with a peculiar crowing sound He 
had brought up food in this way that had been eaten twenty four hours before 
The condition was made worse by excitement He had lost 40 pounds m 
weight and was definitely weak seemingly because of a lessened food intake 



— Esophageal diverticulum. (Courtesy of the Illinois State Medical 
Journal ) 

No tumor masses or glands were noted in the neck, WasscTmann was nega 
Stools UTre negative to blood Physical examination was essentially 
negatiN-c except for difficulty in swallowing n definite fulness abo\-c the left 
clavicle to left of mldlme on swallowing and a regurgitation of food quickly 
sftcr its ingestion with the peculiar crowing sound noted The patient was 
^ tayed early In examination because the ty^ie of difficulty the crowing sound 
on regurgitation the pouching above claxnclc and the retention of food spoke 
cr a du-ertjculura. At fluoroscopic examination wc found the large pouch 
seen m FTg 62 under the fluoro^copc the stomach tube and bougies coufd 
Ijc passed through the esophagus into the stomach This was done under 
uucict obsei^-atlon because If the opening into the pouch had been large 
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enough to allow entrance of the tube, slight pressure might rupture the sac 
and cause senous infection The patient then swallowed the silk thread, as 
descnbed in first case, and large bulbs were passed proving that the difficulty 
in swallowing was not due to anatomic narrowing of the lumen, but to pressure 
obstruction by the filled pouch Diverticuli of small size are usually causuig 
so little trouble that operative procedure is not justified, but this man was 
having so much trouble that opieration was advised 


There is always a tendency for the surgeon to feel that 
radical removal should be done because of the ease with which 
the sac can be isolated and perhaps the anatoimc companson to 
an ordinary hernial sac, but expenence has shown that removing 
a diverticulum will be followed fairly regularly by leakage, 



Fig 63 — Diverticulum after operation (Courtesy of Illinois State Medical 

Journal ) 

mediastimtis, and death, so more consert'-ative measures are 
advisable, such as two-step operations with the sac exposed tiU 
adhesions are formed and then removed, or the mvagination 
operation as sponsored by Dr Sippy and Dr Bevan, care being 
taken to fix the mvagmated mass so that it wiU not be forced 
mto the esophagus and mterfere with respiration or cause an 
obstruction dunng convalescence 
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The invagmation method ■(vas used m this case, Dr Bevan 
doing the operation The patient made an uneventful recovery 
and has had no difficulty m swallowing smce Figure 63 shows 
present condition of esophagus, a little retention but not causmg 
anv trouble 


C«o HL — Di\'crticulum high up m cBophagas Bmall in sire causing only 
a regurgitation of food but no pam and not being incon\'cnient enough to 
justify operation v.ith its attendant dongerB (Fig 64) 



Fig 64 — Diverticulum at upper end of esophagus (Courtesy of IlUnolB 
State Medical Journal ) 

IV — traction di^-erticulum at the loTver portion of esophagus 
found m a patient who came to ui with a duodenal ulcer This du'crticulura 
not causing any symptoms and was found only in routine x ray examma 
This is probably a result of contraction of hcalmg mediastinal glands 
'^hich were attached to the esophagus wall (Fig 65) 

W A combination of the abo\e two t>T>es or a pressure- 
traction type This type ma> be seen at any portion of the 
esophagus ivhere a weakness of the wall has been caused by 
inflammatory reaction, scar tissue, etc The essential point is 
that in the development of the traction di\ erticulum from scar 
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tissue contraction, the tip of the pouch is below the opening 
and the opening is large enough and so located that food and 
secretion are crowded mto the pouch by the penstaltic acbon of 
the muscular coats during the act of swallowing If located 



Fig 65 — Diverticulum in lover portion of esophagus (Courtesy of Illinois 

State Medical Journal ) 

anywhere except at the upper extremity of the esophagus, 
surgery is not logical 

4 Cardiospasms, usually at the lower end of the esophagus, 
occasionally at the upper end Perhaps this can best be treated 
by takmg the history of the next case to be demonstrated 


Case V — young man fairp veil nourished, pMng a history of diffi- 
culty in svalloving for fifteen years, coming m attacks during vhich he 
vould have a great deal of difficulty, with periods of freedom dunng vhich 
time he could swallov all sorts of food and drink normally, gradually increasing 
trouble, so that at the present time he has difficulty at eierj^ meal At times 
he will ha^e difficulty at the beginning of the meal, regurgitate food that is 
being held m the esophagus, and then be able to eat the rest of a normal meal 
vithout difficult He has no real pain, just a sense of fulness and pressure 
at the lover portion of the esophagus The regurgitated food is undigested, 
it does not taste sour or bitter, and occasionally contains food that has been 
eaten tvenU-four hours premouslj It has no blood in it, but is intimately 
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nirxed with strands of thick tenaaous muctis The patient has noted food 
particles In mouth on cheek, and on pillow m the morning after a comfortable 
nights sleep Cold foods cause more dtl1icult\ tlian hot and liquids more 
than solid foods nei^'ousness excitement and anger alwaj'S make the con 
dition irorse 

Fluoroscopic examination as seen m Fig 66 shows a typical cardiospasm 
picture a marked retention of banum the dilatation of the esophagus the 
presence of visible peristaltic wa\'e8 indicating a hj'pertrophicd muscle barium 



F'^ing through in dumps not the thm stream characteristic of an anatomic 
^tructlon and the smooth regular cone shaped lower border to the shadow 
Ine diagiiosis of cardiospasm is so easj from the dinical historj and x ra> 
^mlnation that wc arc prone to forget or fail to do the ordinary clinical 
testa which are more accurate and safe than x ra> Thc> are based on the 
®ct that a cardolspasm Is the onl> type of obstruction which is tight enough 
to hold water but at times will allow the passage of food and instruments with 
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only slight pressure The patient is alloi^ed to drink cold water till he feels 
his esophagus is completely filled and taking more would cause regurgitatioa 
Then as gently as possible an ordinary Ewald stomach-tube is passed The 
suction bulb is attached as soon as the tube enters the upper end of the 
esophagus and as the tube is lowered the content of the esophagus is aspirated 
Amount aspirated is found to be 230 c c (about 2| times the amount held 
by the sphincter of a normal esophagus — 100 c c ) This material has a great 
deal of stringy mucus in it and with dimethyl-amido-ozo-benzol as a test, 
shows an alkalme reaction and contains no food Then by gradual increased 
pressure the tube can be felt to pass into the stomach, indicating that the 
obstruction which was tight enough to hold water has allowed the passage 
of an ordinary Ewald tube tvithout pam The suction bulb is again applied 
and content of aspirated material noted, now it contains food material and 
with the dimethyl gives a definite reaction for free hydrochloric acid indi 
eating without doubt that the tube is now in the stomach With the tube 
still in place, a deep blue solution of methylene blue is pumped into the 
stomach through the tube, then enough clear water so that the tube is washed 
clean of the blue as it is removed from the stomach If conditions are nght, 
we should have the methylene-blue solution in the stomach and the esophagus 
empty Patient is now asked to again drink cold water until the esophagus 
seems full and as before the stomach-tube is carefully inserted (care bemg 
used so patient will not vomit due to the irritation of the tube) The suction 
bulb IS attached as the tube enters and approximately the same amount 
(230 c c ) of clear water is removed from the esophagus, slight pressure again 
IS used, the tube is felt to slip through into the stomach and the methylene-blue 
solution IS aspirated This test can be done anywhere without the use of 
elaborate or expensive equipment, is safe in its technic and less likely to error 
even than the interpretation of x-ray pictures Clinically it is also good 
mental training to have methods of diagnosis that use our heads and hands, 
do not require v-ray or some other of our instruments of precision upon which 
we have a tendency to lean too much 

The treatment here vanes only m the type of dilatmg appa- 
ratus The patient swallows the silk thread as desenbed in 
Case I The wire is passed along the thread and large bulbs 
passed along the wire through the spasm into the stomach, 
agam provmg it to be not an anatomic obstruction This extra 
precaution, we feel, is necessary because if the cardiospasm 
dilator were used m an anatomic stneture rupture would almost 
surely result This dilator consists of a bag, approximately 
6 mches m length and m this case 5 inches m circumference, 
which passed along the wire untd its center was at the cardio- 
spasm The bag is connected by a tube with a pressure bulb and 
mercury manometer The position of the bag can be checked 
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bv measurements or by fluoroscope, and when it is found to be 
m position it IS dilated by forang air into it with the bulb, 
the amount of pressure bemg registered by the manometer The 
attempt is made to dilate so that there will he a slight tcarmg 
of the muscle fibers, and if this is accomplished, there will be a 
shght streak of fresh red blood on the apparatus when it is 
removed It is well to distend the bag after it is removed so 
that we can be sure it is working properly and that under pressure 
It IS dilated to a definite size It is possible m any given case 
that the size of the bag may have to be increased, but when the 
proper dilatation is accomphshed patients get definite and 
almost immediate rebef 

5 Obstructions, scar tissue from a vanety of escharoUcs 
chemical, mechanical, and thermal 

VL — A hustory of BM-allowlng lye \ihen a chJd Severe acute pam 
apaam at once and inability to take food Gaatrostomy was done almost 
immediately and no dilatation for four or fir-c years Tbe obstruction was 



^Ic 67 — Cicatncial obstruction (Courtesy of Illinois State Medical 
journal ) 

complete enough so that at no time could any barium be seen to tncUe through 
the esophagus A string could not be syrnllowed Esophagoscopic examina 
tion could not locate the opening so dilatation yras not attempted (Fig 67) 
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While we were not able to get a string through m this particular case, this is 
the type of condition i\hen the Sippy dilating bulbs give the best results, 
by using small bulbs first and increasing the size slon ly, the tightest type of 
scar tissue can be stretched out comparatively safely and it will remain open 
very satisfactorily 

6 Tumors, usually caranoma, occasionally sarcoma 

Case VIL — A man, fifty-six years old, came to us with a history of diffi 
culty m swallouing, present for four months, first noted With solid foods, but 
gradually gettmg worse, so that at the time of first examination he could get 
only small amounts of water through He was emaciated, showed occult 



Fig 68 — Carcmoma (Courtesy of Illinois State Medical Journal ) 

blood in e\ery bowel movement, had a secondary type of anemia, and negative 
Wassermann Bougie met with obstruction 14 inches from the incisor teeth 
and v-ray showed banum retention with the lower edge of banum shadow 
bemg markedly irregular as seen in Fig 68 This is the location of about SO 
per cent of esophageal cancer 

Case VUL — A man of fifty, who had difficulty in swallowing for three 
months, beginning with choking on a piece of meat, but at the time of first 
examination was able to get only small amounts of water through He had 
lost weight and strength rapidly, was \ery' much dehydrated, Wassermann 
negatiia, blood present in bowel movement ar-Ray examination showed 
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obstruction (Figs ,69, 70) located at about the bifurcation of the trachea, the 
next common location for esophageal cancer (40 per cent ) 

Case IX — A woman, forty-eight years old, who had been having diffi 
culty m swallowmg for two months so severe that she felt she was starving 
to death Bougie met with obstruction IS inches from the incisor teeth, 
which we felt should be at the lower end of the esophagus She also had 
negative Wassermann, positive blood in bowel movements, and had lost 
rapidly in tv eight and strength She had a definite epigastric tenderness and 
rigidity Though a mass could not be palpated, v-ray revealed an infiltrating 
mass along the lesser curvature of the stomach involving the esophagus and 
causing the obstruction 


The mahgnancy cases are dilated as descnbed in the first 
case, care being particularly necessary not to attempt too rapid 
dilatation, as friable cancerous tissue is easily tom and rupture 
of the esophagus in such cases is always senous We are usually 
able to get a large enough opening so that starvation or dehydra- 
tion is prevented 

The 3 cases were treated by the method described for the 
congemtal obstmction In each of the cases the stnng was 
swallowed with some difiiculty, but after it was down dilatation 
was accomphshed and a large enough opemng made so that 
liquids could be swallowed readily, sermsohd foods easily, and 
some sohd foods without great difficulty 

Surgery of the esophagus is very difficult and unsatisfactory 
Radium m mahgnancy is of questionable value, deep therapy m 
scar tissue and m our congenital obstmctions of no value Smce 
the function of the esophagus is to allow the passage of food and 
water, we have felt that the wire and dilating outfit designed by 
Dr Sippy furnishes the best method of treatmg these cases 
To recapitulate bnefl.y, the method reqmres the patient to 
swallow a silk thread, waxed to prevent kmks and knots, until 
it becomes fixed m the mtestine This is used as a guide for the 
wire and msures us against false passage as no other method 
does A gradual wedge of bulbs is then placed on the wire, both 
for dilatation as the wedge enters and for safety as it is with- 
drawn This wire makes the use of a considerable pressure 
possible The graduated bulbs make a lateral dilatation with- 
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out teanng The flexibihty of the outfit makes it possible to 
follow a tortuous path safely and withal gx\ es us the maximum 
amount of dilatation with a minimum amount of danger, and 
makes it possible m our first case to keep him hvmg a normal 
life The same m scar tissue cases and m neoplasms, to keep 
them happy, fairly comfortable, and able to swallow food and 
fluid until metastases ha\e caused constitutional symptoms 
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FOUR CASES OF ARTERIAL HYPERTENSION WITH 
ELECTROCARDIOGRAPHIC STUDIES 

Ctse L — E H a white woman aged three years, 65^ inches tall 
and weighing 148 pounds, •ft’as admitted to the Medical Clinic December 21 
1926 complaining of swelling of feet in the evening occasional swellmg of 
face and hands rheumatism ^’e^tlgo deafness and rather indefinite gnstn>- 
intestinal symptoms with belching and some nausea and \'omlting as a rule 
danng the night and not related to meab all of which sjmptoms bad been 
present off and on for several years. The rheumatic trouble had been present 
or less since she had an attack of mflammatory rheumatism In 1906 
She stated that in September 1926 she had a stroke during which she did 
not lose consciousness, but which caused her to be confined to her bed for 
•everal days during of which she had loss of control of the urethral and 
anal sphincters. She had occasional nosebleeds and regularly had to get up 
at night to urinate. 

^e had had measles chlckenpox, ond scarlet fever m childhood jaundice 
^en four years old inflammatory rheumatism at forty three, in 1906 and 
influenza in 1918 Her menstrual history was norma! no pregnancies meno- 
pause at fifty thirteen years before admission. 

Her father died at tixt> five with edema heart or kidney disease her 
mother at eighty-one of pneumonia one sister died in 1923 after ha^'lng had 
strokes, 

Phyxxail Examxnatton — The c>'es react to light the fundi are normal 
carious teeth with ah-eolar abscess chronic tonsillitis nerve deafness 
Heart and lungs normal on a 2 M plate the transverse diameter of the chest 
25 2 cm, the nght border is 4 7 cm. and the left 9.5 cm, from the midline. 
bdotnen negative except slight tenderness oi-er splenic flexure of the colon 
*hle 1 (page 40O) giv^es a summary of the Wood pressure, laboratory 
®^^ngs and the therapy emplo>'ed. 

In Januarj 1927 she had six teeth extracted following which the felt 
except that shortly after this she hod a carbuncle on the scalp in the 
l^pital region which was treated surgicallj In February 1927 the gastro- 
tcstinal symptoms and headache were more sciare and she had a roent 
Bwologic examination which rcMialed a pjlorospasm, but with no evidence of 
^ ceration An Ewald test breakfast showed a total acidit> of 63 and a free 
399 
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TABLE 1 


Date 

Blood-pressure 

Therapy 


12/21/26 

200/100 

Ca lact 4 t 1 d 


12/28/26 

178/90 

Ibid 


1/ 4/27 

172/86 

Ibid 


1/11/27 

172/90 

Ibid 


1/18/27 

176/96 

Ibid 


1/25/27 

176/90 

Ibid 


1/31/27 

200/110 

Ibid 


2/ 8/27 

154/86 

Ibid 


3/ 1/27 

168/90 

Ibid 


3/22/27 

140/90 

Ibid 


5/10/27 

146/90 

Ibid 


6/ 1/27 

200/145 

Ibid 


7/20/27 

180/90 

KI 0 6 and CaCb 0 6 t 1 d 


8/ 3/27 

160/90 

Ca lact 4 t 1 d 


8/17/27 

170/86 

Ibid 


8/31/27 

152/80 

Ibid 


9/14/27 

190/110 

Ibid 


9/28/27 

145/100 

Ibid 


10/14/27 

190/100 

uruncle on left cheek) Ca lact 4 t 1 d 

Ca lact 4 t 1 d 


10/19/27 

170/90 


11/ 2/27 

150/80 

Ibid 


11/23/27 

180/100 

Ca lact 4 t 1 d and KBr 0 9 t 1 d 


12/14/27 

150/100 

Ibid 


1/ 4/28 

170/98 

Ibid 


2/ 1/28 

195/110 

Ibid 


7/25/28 

180/115 

Bi Submt 0 3 t 1 d 


8/15/28 

164/88 

Ibid 


9/ 5/28 

156/86 

Ca lact 0 4 t 1 d 

Urine 

Specific Phenolsulphonephthalein 

Total 

Date 

Albumin, Sugar Casts gravity 15 mm 30 min 60 nun 

12/21/26 

Trace 0 

0 1019 


1/ 3/27 

0 0 

0 1020 


1/25/27 

0 0 

0 1016 


3/11/27 

0 0 

0 1020 

50% 

7/21/27 

0 0 

0 1017 20% 15% 15% 

7/25/27 

Trace 0 

0 

Blood 


Date 

Red cells 

White cells Hemoglobin NJ* N Creatm 

Sugar 

1 / 3/26 

4,380,000 

20,600 90 

102 

12/24/26 

3/11/27 


54 5 12 

8,050 

hydrochloric acid of 50, no blood or other abnormal constituents Her con 


dition has remained about the same since this time though she had a furuncle 
on the face in Jul> , 1927 and furunculosis in both axillae and left groin which 


came on after she had been bitten by bedbugs m July, 1928 She has been 
able to work most of the time as an office assistant in a sanitarium or as a 
house- or nurse-maid VTien she has been at work the blood-pressure has 
been slightly higher than when she has been resting 

This is an a\erage case of ^ascular hypertension of several years’ dura 
tion maw oman much more intelligent than the average clinic patient As a 
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result It IS probable that she has followed the diet Oow m salt and protein 
except milk protein) prescribed and so diet has possibh had more to do with 
the improvement shown than in the cases to follow There was no anenua 
the unnarj and blood findings re\’eal but slight renal damage and the x ray 
and electrocardiogram (Fig 70fl) show no significant changes either in the 



Fig 70a — No eigmficant changes Left ventricular preponderance T3 
and P3 inverted 

sire of the heart or the condition of the myocardium accept the antiapated 
Wt heart preponderance. She is convinced that she has improved con 
•iderably under the diet and calaum therapy and as a rule the blood pressure 
both systolic and diastolic has been lower since July 1927 than it was before 
that date 

Case IL — S A, a colored woman aged fifty two years 64^ inches in 
height and weighing 146J pounds was admitted No^Traber 26 1927 com 
plalnmg of pains in the joints of four yaars duration hea\'y feeling in the 
stomach after eating mtcrmittent noctuna The joints of the extremities 
«ijccially those of the hands ankles and elbows were painful and one joint 
after another had become mvoUad The feeling of heaviness in the epi 
Barium was associated with belching There had been some pjaroxy’sms of 
precordial pain which did not radiate and were not associated with food takmg 
during about three years Two weeks before admission she had an attack of 
'■ertigo lasting one half hour There was slight dyspnea on exertion 

She had had measles m childhood and mflucnxa m 1918 Menopause m 
1919 She had had seven children three of whom, died m childhood the 
ywiugest was bom m 1922 Husband has tuberculosis Mother died of 
rheumatism father of unknown cause. 

Physical ExantincUton — Fundus examination shows m both macubr 
*^Bioni but especially m nght one e^rtcnsi^•e areas of choroidal pigment 
atrophy which ha\-e a tendency to assume a stellate arrangement nnd through 
which the grayish white sclera shows. Many smaller areas of atrophy between 
disks and macula Both disks ha\*c a somewbat waxy appearance and the 
VOL. 13 — 16 



402 


NATHAN S DAVIS, m 


retinal artenes are somewhat narrowed Fairly deep physiologic cupping 
Bilateral central choroiditis and retinal arteriosclerosis, ej'es react to light 
Carious teeth, lungs negative, abdomen negative Left heart dulness 12 5 
cm to left, right 3 cm. to right of rmdhne, there was a systolic murmur at the 
apex and an accentuated second sound espiecially in the aortic area Refle.\es 
normal 

A summary of the laboratory findings, blood-pressure, and therapj is 
show n m Table 2 

TABLE 2 

Date. Blood pressure Therapy 

11/29/27 210/152 

12/ 6/27 252/140 Ca lact , lactose aa 2 q i d 

1/ 3/28 220/150 Ibid 

1/ 4/28 168/118 Ca lact 4 t i d 

1./11/28 248/140 Ibid 8t i d 

1/25/28 264/150 KBr, CaClj, aa 0 6, NhiCl 0 3 t i d 

2/ 1/28 170/90 CaCli4t i d 

2/15/28 280/160 KBr, CaCh, aa 0 6, Nh^Cl 0 3 t i d 

2/29/28 Ibid 

3/14/28 246/130 Ibid 

3/28/28 260/135 Ibid 

4/11/28 248/130 Ibid 

4/25/28 260/152 Ibid 

5/ 2/28 245/130 Ibid + CaCIj 8 t i d 

5/23/28 22^1122, Ibid 

6/ 6/28 250/150 KBr, 0 9, CaCIj 0 6 t i d 

6/27/28 270/150 KBr, CaCl, aa 0 9 t i d 

7/11/28 230/133 Ibid 

8/ 8/28 212/119 Ibid 

8/29/28 220/120 Ibid 

9/12/28 230/150 Ibid 

Unne 


Date. 

Albumin. 

Sugar 

Casts 

Specific 

giuvity 

15 mm 

Pbenolsuipboncpbthalem 
30 mm 60 mm 

Total 

11/26/27 

1/11/28 

+ 

+ 

0 

0 

hyal 

gran 

1005 

1015 

12% 

18% 18% 

48% 

Date. 


Red cells. 

Blood 

White cells 

Hemoglobin 

njn 

11/29/27 
1/ 4/28 


4,290,000 

5250 

80 

442 


Up to the present time her condition has remained about the same, 
though subjectively she is feeling much better than on admission This is a 
much more advanced and severe case than the first one There is much 
vascular change in the retmae, there is considerable cardiac enlargement, and 
the electrocardiogram (Fig 71, 6) with its inverted T m all leads and long 
slurred QRS is mdicative of senous myocardial damage The speafic giavitj' 
of the unne is lower, and albumin and casts have been found at all examma 
tions, though the phenolsulphonephthalem excretion was 48 per cent She 
has been unable to follow the prescnbed diet and objectively the calaum 
therapy has had little effect but subjectively her condition is greatly impro\'ed 
and she feels so veil that she does not visit the dime as often as directed 

As to prognosis, this is a case in vhich death due to cerebral accident 
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It to be expected thoagh heart failure or coronary occlusion or acute infectious 
disease must not be excluded Uremia vill probably not be a complication 



L ‘ Ir 

71 — t QRS 0 1 sec. slurred in all leods T m\*erted In all leads 
c Same as h except that T1 is upnght 

Case m.— G F a negro male aged se\'ent> five j’cars eras admitted 
to the Medical Clinic Jul> 15 1924 compblnlng of hiccough \-omltlng pain 
In shoulder and upper arm He had had hicraugh off and on for fifteen 
J'ears but no vomiting till da> before admission. He had \Trtigo palpita 
twn and some d>*spnca on exertion nocturia constipation and had had 
'*'hooping<ough measles, rheumatism, ond malann. He denied %*cncrcal 
“'fcction Family history was negative. 

Pkystcai Examination — Pupils reacted to light and accommodation 
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there was an arcus senilis and a chronic conjunctivitis Heart and lungs 
were negative Abdomen was negative Reflexes normal Wassermann 
negative Laboratory findings, blood-pressure, and therapy are shown in 
Table 3 


TABLE 3 


Date 

7/15/24 
7/22/24 
9/26/24 
8/27/26 
3/18/27 
3/23/27 
3/30/27 
5/ 4/27 
5/15/27 
5/25/27 
6/ 8/27 
6/22/27 
7/ 6/27 
8/ 3/27 
8/10/27 
8/24/27 
10/12/27 
10/26/27 
11/ 9/27 
11/30/27 
1/11/28 
1/25/28 
2/15/28 
2/29/28 
3/14/28 
3/28/28 
4/18/28 
6/13/28 
6/20/28 
8/ 8/28 
8/29/28 
9/12/28 


Date 


5/ 3/27 
3/15/27 
6/ 8/26 
5/ 8/26 


8/25/24 
8/ 5/24 
7/15/24 

4/27/27 

4/12/27 


Blood pressure. Therapy 


180/110 NaNOj0 05 q3h, (hiccough) 

140/100 

135/80 

175/100 Nitroglycerin 0 0006 q2-4h for pain 
218/140 KBr 0 78, CaCl, 0 78 t i d 
178/130 
180/120 
170/100 
180/110 

190/100 KBr0 6, CaChOdt 1 d 

190/150 Ca lact 4t i d, Tr digitalis 2 t i d 
154/100 NHiCl 0 3, CaCb 0 45 t i d 
160/110 NHiCl, CaCh, KBr aa 0 3 q i d 

160/110 KI, NH 4 CI, CaCli aa 0 3 t 1 d 

170/110 Ibid 

150/100 Ibid, nitroglycerin 0 0006 q 1 d 

154/100 KBr, KI aa 0 6. CaCh 0 3 t i d 

Ca lact 4 t 1 d 

150/100 NH 4 CI, KI aa 0 6 , CaCl, 0 38 
175/100 Ca lact 4 t 1 d 

190/100 Ibid Dig fol 0 06 b 1 d 
210/130 Ibid 

180/90 Bi submt 03 t 1 d, digitalis fol 0 06 t 1 d 
210/110 Ca lact 4 t 1 d 

180/110 Ibid , ^ 

200/110 (Coryza) Bi subnitrate 0 3 1 1 d , dig fol 0 06 1 1 cL 
170/110 Ibid 

170/120 No medicine for five days before 

170/80 Ibid 

170/106 No mediane for past week Ibid 
190/100 CaCl, 0 36 t 1 d 

180/120 Ibid 

Urtne 


Albumin 

Sugar 

Casts 

Specific 

gravity 

Trace 

0 

0 


It 

0 

0 


0 

0 

0 

1018 

+ + 

0 

hyal 


0 

0 

+ + 

0 

1009 

0 

0 

0 

1014 

-h 

0 

hyal and 

1020 

0 

0 

epithel 

0 


+ 

0 

ht'al and 

1015 



gran -f-f 


Phcnolsulphonephthalein 
15 nun 30 nuiu 60 nun. 


9% 18% 18 5% 


Total 
45 5% 


Date. 

10/24/24 
3/14/28 
A. 119 121 


Blood 

Red cells. 

White cells. 

Hemoslobtn 

5,006,000 

6040 

90 

5,480,000 

Guanidm 0 48 

7500 

85 
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The hiccough persisted for fiw dajTi and then stopped to return again 
a few days later Benzyl benzoate miscible 0 9 c c was prescribed and the 
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hiccough ceased, only to recur in about one month or six weeks A gastro 
intestinal x-ray examination on October 10, 1924 was entirely negative 
Potassium lodid was prescnbed in 0 9 gm doses three times daily and from 
that time on (September 26, 1924) there has been no hiccough On January 
13, 1925 he complained of pain over left chest and above left eye which lasted 
for a week or two and was relieved by lodids and salicylates 

On May 18, 1926 he returned complaining of cough, weakness, and in 
somnia, and on June 8, 1926 of precordial pain which w'as referred to the 
back but was not typical of angina pectoris There wa's no evidence of 
aneurysm or pleurisy In August this pain was present every evening, and 
was worse when he was tired or after exertion Nitroglj'cenn 0 0006 gm 
gave relief, and he did not return until March 18, 1927 when he complained 
of dyspnea on exertion, a feeling of weight in the precordium, and pain radiat 
ing to the left shoulder and arm, and a non-productive cough He was 
given mtroglycenn 0 0006 as necessary, potassium bromid 0 38 and calcium 
chlond 0 38 in simple elixir three times daily, and was put on a low main 
tenance protein, low salt diet Under this management he improved some- 
W'hat and did not complain of precordial distress In January, 1928 had a 
cold and with it a severe cough and considerable dyspnea on exertion which 
was relieved by digitalis and calcium In March, 1928 he had another cold 
and wth it a feeling of weakness and some precordial pain He continued 
in good condition after this until October when he developed a metatarsalgia 
and on October 24th complained of orthopnea 

This man has been under observation for four years At the beginning 
his most marked symptom was hiccough which has not been present since 
1924 Since 1926 an anginal pain has been the chief cause for complaint, 
and electrocardiograms (Fig 72 c) taken at intervals since March, 1927, when 
It was normal, have showm increasing evidence of myocardial damage He 
IS not aneimc and the urinary findings have not changed matenally His 
blood guanidin, according to the method of R H Major, is distinctly ele 
vated Dunng the last year or so his pressure has averaged higher than before 
despite the calcium therapy which has been used for the most part and the 
bismuth submtrate which has been tried a little It is probable that this man 
will some day have a coronary occlusion that wull cause death, though a 
cerebral acadent or acute infectious disease may intervene Uremic symp- 
toms, with which death is usuallv associated m the younger mdmduals with 
the more malignant type of the disease, are most unusual m the more chronic 
forms These remarks apply also to the next case 

Case IV — M S , No 45767, a colored W'oman, aged fifty six years, was 
admitted to the Northwestern University Clinic April 29, 1919, stating that 
she had had a paralytic stroke in 1917, two years before admission, and one 
in April, 1919, six months before admission, which involved the right side 
and caused blindness for several dajs At the time of admission she was 
complaining of severe pain in her arms and legs, headaches, and noctuna 
At the first admission there were no notes as to the blood-pressure, physical 
findings, prevnous illnesses, etc , but on December 21, 1919 it w'as noted 
that she had a negative Wasscrmann reaction in the blood, that the blood 
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pressure was 190/115 that there ^-as a systolic murraar at the apex and 
that the aortic second sound ^Tis markedlj accentuated On October 12 
1920 her pressure \ra8 220/130 and she was bled 360 c c being removed 
(For further blood pressure readings and notes on medication see Table 4 ) 


10/21/19 
10/12/20 
5/ 9/21 
6/20/21 
10/27/21 
U/11/21 
3/30/22 
8/24/22 
3/12/23 
V 5/23 
1/ 5/23 
7/ 9/23 
3/11/24 
3/25/24 
12/10/23 
12/27/23 
2/W/24 
3/ 6/24 
6/ 8/25 
6/18/25 
11/ 5/25 
11/20/25 
1/ 5/26 
1/15/26 
2/16/26 
3/ 9/26 
3/23/26 
4/23/26 
6/ 8/26 

8/20/26 
9/10/26 
9/24/26 
10/22/26 
1/ 7/27 
2/14/27 
3/18/27 
3/30/27 


Blood-prenoft. 

119/115 

220/130 

210/110 

210/128 

180/100 

190/100 

200/104 

202/104 

180/110 

198/100 

220/110 

160/90 

200/120 

170/100 

220/100 

198/110 

210/100 

180/94 

174/98 

168/90 

182/106 

160/94 

182/100 

190/110 

164/100 

168/100 

170/100 

190/100 

198/100 

190/130 

150/110 

180/120 

186/112 

190/120 

180/100 

166/112 

186/112 

184/110 


4/13/27 
4/20/27 
5/ 4/27 
5/18/27 
6/22/27 
8/10/27 
8rt4/27 
9/ 7/27 
9/28/27 
0/19/27 
}!/ 2/27 
11/16/27 


196/112 

192/100 

198/130 

180/104 

190 

130/70 

180/114 

160/110 

150/100 

160/100 

176/106 

214/122 


TABLE 4 

Tbenp7 


(Rest m bed ) 

Ca lact 8 t, 1 d 
Ibid 


Ca lact 8 t. i d 
Nltrogiycenn 0 0008 b 1 d 
Ca lact 0 6 t 1 . d 
CaaiOJ8t.i d 
KaOJ8 Caa,0 76t i d 
Ibid Nltrogiycenn 0 0006 t I d 
Ibid 

CaCIi KCl OJ t u d 

CaCIjOJq i d 

Ibid 

Ibid 

KI NH 4 Br CaOi M 0 3 t, l d 
Ca [act Lact tUt 8 t. i d 
Lact 16 t. I <L 
CaCI,0 45 KI0 6t i d 

KI CaCl] 3ft 0 6 t 1 d 

KBr CnCni Oft 0 6 t 1 d Nitroglycerin 0 0006 
q Ld 

Ca [act 4 t I d 
Ibid. 

Ibid 

Ibid. 

Ibid 

Ibid 

Ibid 

Ibid. 

IWd 

Ibid 

Ibi<L 

Ibid 
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TABLE 4 — Cofihniied 


Date 

Ilf 30/27 
12/21/27 
1/11/28 
1/25/28 
2/19/2% 
3/21/28 
4/18/28 
5/16/28 
6/ 6/28 
6/27/28 
7/11/28 


Blood pressure 

Therapy 

190/120 

Ibid 

150/100 

Ibid 

190/110 

Bi subnitr 0 3 t i d 

200/110 

Ca lact 4 t 1 d 

180/120 

CaCL 0 38, KBr 0 6 t i d 

170/120 

Ibid 

164/100 

KI, CaCl, 0 6 t 1 d 

184/95 

Bi subnitr 0 3 , CaCb 0 6 t i d 

170/100 

Ibid 

172/110 

Ibid 

200/120 

Ca lact 4 1 1 d 


Date 

10/22/26 

3/31/27 


Date. 

10/ 8/19 
11/ 6/19 
11/13/19 
12/ 8/19 
10/27/21 
12/28/22 
12/10/23 
3/ 6/24 
6/ 7/25 
2/18/27 
2/25/27 
3/18/27 





Blood 




Red cells 


White cells 

Hemoglobin 



4,920,000 

9500 

90 



5,640,000 

4900 

85 

Guanidine 0 48 




Vrtne 






Specific 

PheBolsuIphonephthfllem 

Albumin. 

Sugar 

Caats 

gravity 

IS nun 30 nun. 

60 nun, ToUl 

0 

0 

0 

1016 



Trace 

0 

Hyal 

1015 



0 

0 

0 

1022 



0 

0 

0 

1028 



0 

0 

0 

1008 



0 

0 

Hyal 

1015 



0 

0 

0 

1014 

20% 10% 

8% 38% 

0 






0 

0 

0 




+ + 

0 

Cell 




+ + 

0 

0 

1021 



+ 

0 

0 

1015 




On October 18, 1*521 fluoroscopic examination revealed a widened aorta 
and a heart shadow which extended to the left axillary line On October 2/, 
1921 it was noted that she complained of dimness of vision of left eye, of a 
feeling of heavmess all over the right side, especially in the extremities, of 
pain in the lumbar region of two months' duration which was aggravated 
bj’^ w'ork and associated with palpitation, constipation unless laxatives were 
used, noctuna twm or three times, and headaches In the spring of 1924 she 
complained of dimness of vision, vertigo, dyspnea, constipation, and had a 
herpes zoster involving the sexcnth and eighth right intercostal spaces 

In November, 1925 the following complete history^ was taken and 
physical examination made 

Present Complatnl — Dull pain in the region of right axilla with radiation 
to shoulder, palpitation which is most marked when she lies dowm, dull 
continuous pain m region of left hip and lumbar region 

Past Illnesses — Eight xaars before, m 1917, the patient awoke one 
morning wnth inability to see out of right eye, which was followed a y'car 
later by a "stroke,” followed by^ diminished sensation and numbness on the 
right side, which had persisted For two y'ears she had been conscious of a 
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cboldng sensation or stuffy feeling m the chest and rapid heart action on slight 
exertion For three >'ear8 she had been constipated Some infected teeth 
utre removed m 1922 At times there is some difficulty in holding unne and 
she gets up trro or three times at night to urinate. She has had headaches 
and some vertigo almost constantlj for >'earB 

In childhood she had croup mumps whooping cough measles tonsilhtis 
typhoid fe\Tr and a broLen nght forearm As an adult she had pleurisy 
rheumatism In 1922 erysipelas m 1920 She had been pregnant seven times 
resulting m three miscarriages and four living chfldren two of whom are 
now dead. Menopause occurred in 1920 but uterine bleeding appeared four 
times thereafter 

Her father died of paralysis her mother of tuberculosis Two sisters 
h\*mg one of them not well two brothers dead one dying of measles 



nff 73 — 1/6/26 Normal mechantsra sinus arbythmia 


•PAyrtC'il Exarmnafum — Head necl., and lungs were negative TTiere 
bulging over precordlum right heart diameter 4 cm. to right and left 
diameter 12 cm to left of midltne apex in sixth interspace. There 
no murmurs but the first sound nt the apex and the second sound In the 
®^ic area were accentuated The rate and rhythm •were normal The 
JiWomen and extremities were norniaL Both patellar reflexes were dim 
inished 


On January 6 1926 because of a suspected pulsus altemans on dec 
trocardiogram was made (Fig 73) Her condition remained about the same 
imtll the spring of 1927 when she had more precordial discomfort and some 
•ymptoms of nght heart failure A second dectrocardiogram was made on 
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Fig 74—6, 4:1^5/21 P2 diphasic and notched, T2, 3 inverted, QRS 0 1 
sec , left heart preponderance 

c, 11/2/27 P3, T2, 3 inverted, QRS 0 2 slurred 

d, 6/16/28 P2 high, T2, 3 m\erted, QRS 0 075, left heart pre 
ponderance 
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April 20 1927 (Fig 74 6) The cardiac pain ^^■as rclic\*e<i by nitroglycerin 
The general condition has remained about the same except that ^■ertlgo has 
been more marked- Electrocardiograms were made No^Tmbcr 11 1927 
(Fig 74 c) and Ma> 16 1928 (Fig 74 d) The clinical and x ray bborator> 
findings n’ere as giv'en in Table 4 

This Is a case of chronic h>'pcrtcnBi\’C cardio\-ascular renal disease in 
which the vessels of the eye of the cqullibratory apparatus and of the heart 
are espedally inwlved and m which renal findings appear to be of rcla 
tl\-ely shght Importance The fact that the c>e condition has remained about 
the same over a penod of j'cars makes it appear that the condition there is 
stationary The electrocardiographic changes that took place between 
January 1926 and May 1928 are most illuminating and are illustrative of the 
\’alue of the electrocardiogram in the careful study of this tyTie of case In 
January 1926 there was marked sinus arhythmia slight slurring of the 
QRS in all leads and an in\xrtcd T m leads If and III In May 1927 the 
P R interval was 0 18 second P2 was very high and notched and P3 diphasic. 
The QRS interval was 0 10 second T was in\'erted m leads II and III and 
there was a marked left heart preponderance, good evidence of disturbed 
auricular conduction and of \entncular circulation invoKing more cspecxally 
the right coronary branches 

By November 1927 the P3 which In May was diphasic had become 
mNerted indicating a progress of the pathologic condition In May 1928 P3 
was again diphasic but otherwise the electrocardiogram is much the same 
*0 that it seems that the condition has not changed matcnaJIy during the 
but few months. The high blood guanidln should be noted 

Of course the prognosis is not good In this type of case. Calcium therapy 
Wins to have kept the blood pressure at a lower average than did the types 
of treatment attempted before it was started. It has certainly caused the 
patient to feel better though this mav be attributed in part to diet She is 
supposed to have been on a low salt low maintenance protein diet but it is 
doubtful if one in her station in life really is able for financial and other 
reasons to follow a diet with any degree of accuracy 

It seems that this patient probably onginally had an essential hyper 
tensicm which as it became chronic caused sclerotic changes In the vascular 
system which as is so often the case In the chronic types of hyperten*i\'e 
VTUculor disease predominate In the vessels of the heart The relativTly 
slight evidences of renal damage found la the presence of a hypertension 
^^*^^nly present for ten years m a case m which there is evidence of pro- 
Crestive changes in the caidlac vessels make it highly improbable that kidney 
pathology 15 of Itself a pnmarv etiologic factor in such cases 

The progrc8si\-c changes in the electrocardiogram of this and the pre- 
ceding case (G F ) are most intercstmg \Vhlle both of them ha\x had more 
or lc»t cardiac pain neither has had the syndrome typical of coronary oedu 
■Ion and yet the changes in the cardiogram are those that might be ascribed 
to such a lesion It is probable that there is a marked sclerosis of the coronary 
®ricnc8 m both and at necropsy there would probably be found areas sugges- 
tU'eof healed infarcts with almost completely or completely occluded artenes 
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In reviewing these 4 cases, it seems that there is no direct 
relationship between the height of the blood-pressure, systolic 
or diastohc, the degree of change m the retinal vessels, m the 
renal function, m cardiac size as shown by the 2 M plate, and 
the electrocardiogram Three of the cases have apparently 
been more or less improved both subjectively and objectively 
by the therapy they have had, and the fourth is better sub- 
jectively Results m other cases indicate that larger doses of 
calcium lactate, at least 8 gm , three times dady, are more 
effective m lowenng pressure than the 4-gm doses used in 
these Calcium lactate m such doses has been found more effective 
than calcium chlond m doses of 0 3 to 0 6 gm three tunes dady, 
alone or with ammonium or potassium chlond, bromid, or lodid 
m average doses 

In summarizing, the results, m these cases and the sixty or 
so more that have been under treatment m this dime durmg the 
past five or six years, make it appear that a low salt, low protem 
diet, contaming an abundance of carbohydrate, especially of 
greens, plus large doses of calcium salts, is beneficial m the 
treatment of hypertension In the majonty of the cases there 
has been a very considerable faU m blood-pressure, with an 
mcrease when the calaum was stopped In practically all of 
them there has been marked subjective improvement This 
therapy appears to be of sufficient value to warrant its further 


use 



CLINIC OF DR WALTER LINCOLN PALMER 


Albebt MERioTr Billings Hospital, Uni\^sity of Chicago 


CERTAIN PHASES OF THE ULCER PROBLEM 

Tee cases to be presented here have been selected as repre- 
sentative of certain difficulties encountered in the diagnosis and 
treatment of gastnc and duodenal ulcer 

Case L — ^The first is that of a man fort> two yaans old who entered the 
bo*pltal on the eurpcol aervice of Dr Phemieter October 27 1927 com 
plainhif of epipaatnc dUtrew of seventeen years duraUon 

In 1910 when the diftreas first appeared it u-as localised to the 
eplgastnuni, appeared regubrly one to two hours after eating was 
absent In the rooming before breakfast and was regularly rdlo’ed by 
food taking or by soda. The diagnosis of duodenal nicer was made and 
medical treatment consistmg of dietary rcstnption and occasional alkaline 
powers instituted The distress disappeared tcmporenly but recurred 
Within a few months With each recurrence of the distress usually in 
the Spnng and the Fall the diet was resumed and relief obtained 
There Is a history of his havmg passed black tarry stools four or fiw times 
during sucdi piencxis but no other evidence of massive hemorrhage. In 1926 
a penetratmg Icswn of the duodenum was reported on x ra> examination and 
some months later this w'as said to have shown marked improvement In 
this wa> the patient got along fairly well until Aprils 1927 when he developed 
a different type of abdominal distress a cramp-like pam ui the pen-umbiHcal 
*^on coming on at Irregular Intervals but usually one to three hours after 
^ting not reheved by a teaspoonful of baking soda^ but usuallj relIe\Td by 
food taking This pain occasionany radiated through to the right scapula 
hut was not accompanied by ■vomiting and •was never severe enough to require 
h>'podemiic. The attocks were occnaionoll> followed by day-colored stools 
jaundice, and very dark urine The remainder of the history -was relatii'elj 

unimportant 

Phiilcal examination revealed no abnormality other than some tender 
nes« in the nght lower quadrant, and marked tenderness and ngidity in the 
*^ght upper quadrant The temperature and pulse were normal and the 
hbod pressure “was 140/60 

The laboratory -work showed a normal blood picture a negative blood 
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Wassermann, normal urinalysis, normal gastric analysis with a maximum 
free acidity in the fractional alcohol test-meal of 64, normal stools which on a 
meat-free diet were negative for occult blood by the benzidm test 

X-Ray exammation of the stomach had been made m three other labora 
tones and had revealed a definite duodenal deforrmty interpreted as that of 
duodenal ulcer Two of the laboratones had also diagnosed a non functioning 
gall-bladder containing stones 

The patient was operated on by Dr Phemister on October 25, 1927, under 
the preoperative diagnosis of cholelithiasis and probable duodenal ulcer 
The gall-bladder was found to be adherent to the second portion of the duo- 
denum with adhesions involving the first portion also, the Tvall of the gall 
bladder was thickened, edematous, and contained much fibrous connective 
tissue Numerous stones of vanous size were present The duodenum and 
stomach were explored, but no evidence of ulcer found except the adhesions, 
and these appeared to be the result of the adjacent cholecj^titis Gastro 
enterostomy was considered, but because of the possibility that all of the 
symptoms could be explained on the basis of the cholelithiasis and chronic 
cholecystitis, the idea was abandoned The gall-bladder was remo\ed and 
the abdomen closed with drainage Recovery from the operation was prompt 
and satisfactory 

The patient was discharged from the hospital with instructions to eat 
a full and general diet This he did, and overdid, in an effort to compensate 
for the years of dietary restriction In July, 1928 he returned to the clinic 
complaipmg of distress about the navel and extending across the abdomen, 
coming on at irregular intervals and apparently relieved by a bouel move 
ment Stool disturbance had been marked, the consistency varying from 
mushy to formed, but of small caliber Physical exammation revealed tender- 
ness along the colon The distress was thought to be that of a bowel disturb 
ance due to dietary overindulgence and indiscretion A soft diet ivas pre 
scribed together with tincture of belladonna and powders of calcium car 
bonate, calaum phosphate, and bismuth subcarbonate 

Marked improvement followed, but i\ hen the patient returned six weeks 
later it was found by Dr Ortmayer that his distress occurred regularly at 4 
and 9 pm, was quite sei ere for an hour or an hour and a half, and was re 
lieved in half an hour or so by a bowel movement, by a jjowder, or by rest 
and heat to the abdomen The effect of food taking and of baking soda had 
not been tried An “acid test” on September 8, 1928 gave the folloivmg 


result 
10 10 A M 

10 20 “ 
10 27 “ 

10 30 “ 

10 40 ” 

10 45 “ 

10 55 “ 

11 00 “ 

11 10 “ 


Stomach empty No distress present, 200 c c. 0 5 per cent HCl 
injected into the stomach through a Rehfuss tube 
No distress 

Dull jjain appears in midepig^stnum smular to regpilar complaint 
Dull piain piersists 

Additional 200 c c 0 5 p>er cent HCl injected 

Pain decreasing in seventy 

Pam more se^ ere 

Pam still increasing m seventy 

Test discontinued because of extreme tj’pical pain in epigastrium 
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1120a u Stomach emptied 300 cjc of pale green liquid being obtamed 
■with a free aadity of 94 total 97 The relief from the distress 
•was almost complete ■within ten minutes 
11 30 Sodium bicarbonate 8 gm (5u) g^'en by mouth 
11 35 Relief complete 

Fluoroscopic examination of the stomach the same day revealed a deft 
aitc deformity of both cur\*aturcs of the duodenal bulb A motor meal 
showed moderate retention after se\'cn hours. The stools ■were negative for 
blood bv the bcnridln test. 

The diagnosis of octl^’e duodenal ulcer seemed inescapable and after 
consultation ■with Dr Phemister medical management was agreed upon 
The patient remamed in the hospital for three ■weeks during rvhich time he 
■was gii'en antacid ulcer therapy of the type first recommended by the late 
Dr B W Sippy On the usual powders it was found that his gastric free 
acidity ■was not neutralised during the day or in the evening and hence the 
calaum powders were increased to calaum carbonate 1 2 gm (gr xx) sodium 
hKarbonate 2 gm (gr xxx) and the magnesia po\vders to hea\y magnesium 
oxid 0 6 gm, (gr x) calaum carbonate 0 6 gm, (gr x) ond sodium bicarbonate 
^ 2 gm, (gr xx) On this management "with hourly po^wders and with the 
hourly milk and cream r^me the gastnc free aadity ■was regularly found to 
be neutnihied durmg the day and m the ev'ening The distress disappeared 
immediately on entering the hospital and there has been no recorr en ce to date 

On October 29 1928 the aad test was repeated with the folloising 
result 

9 40 a u No distress Stomach emptied 140 c,c. yellow liquid free HQ 0 
total HQ 9 


9 45 200 cc, 0 S per cent HCl given per Rehfuss tube, 

10 15 ' 200 c a 0 5 per cent HCJ gii-en per Rehfuss tube. 

10 45 200 C.C, 0,5 per cent HCI given per Rehfuss tube 

11 15 No distress whatsoe\'er at any time dunng the test. Stomach 

emptied 80 c c. liquid free HCl 78 

Fluoroscopic examination of the stomach on this date again enabled one 
to viauallie a constant duodenal deformity such as might be produced either 
by ulcer or by adhesions but no crater was demonstrable 

A motor meal of coarse food was eaten November 23 1928 On direct 
aspiration seven hours later no gastnc content was obtamed and the washings 
returned dear 


The patient has continued his treatment faithfully since lca^'l^g the 
hospital has had no recurrence of his distress, and has aspirated his own 
stomach at 9.30 p u suffiaently often to Icnow that under this regime it Is 
practically empty at bedtime, and no free aadity is present 


^ucussicni — The combination of cholelithiasis and chrome 
duodenal ulcer is not a veij unusual one, and this case is not 
presented as an illustration of that point, but for other reasons 
The response of the ulcer to medical management was typical. 
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but the whole question of therapy will be reserved for discussion 
later 

One very important question is brought forward, however, 
by this case, namely, that of penduodemtis secondary to chole- 
hthiasis Duval, Roux, and Beclere of the French school have 
written on this subject m recent years and reported cases similar 
to this m which there were recurrences of distress of the so-caUed 
“pyloroduodenal syndrome” type after cholecystectomy In 
some of these cases the duodenum appeared normal at the tune 
of operation, but months or years later distress reappeared 
Upon radiologic exammation deforrmties of the duodenal bulb 
were found which were mterpreted as those of penduodemtis 
rather than of duodenal ulcer Subsequent laparCtomy con- 
firmed the finding of peribulbar adhesions without givmg other 
evidence of duodenal ulcer Gastro-enterostomy with pylonc 
occlusion was followed by rehef from the distress Upon such 
evidence these wnters rejected the diagnosis of ulcer and accepted 
as proved the hypothesis that the distress was due to penduo- 
dCnitis per se This conclusion seems to us to be unjustified 

It IS generally recognized that chronic gall-bladder disease 
may mvolve the duodenum by contiguity m an mflammatory or 
acatnaal mass, and that all grades of duodenal stenosis may 
result therefrom It should be remembered, however, that such 
stenoses, essentially extraduodenal, are not characterized by 
pam but by nausea and vonutmg This charactenstic picture 
due to pyloric obstruction alone, or to obstruction in the first 
few inches of the duodenum, is not mfrequently seen m healed 
stenotic ulcers, m mahgnant disease of the pylorus, and occa- 
sionally, although much more rarely, as the result of adjacent 
gall-bladder disease or adhesive tuberculous peritonitis Such 
bemg the case it is difficult to see why the smular process of 
penduodemtis should be painful, for in the type under discussion 
the mucosa is not mvolved and the lesion is practically extra- 
duodenal 

It is a well-known fact that the presence of ulcer cannot be 
excluded by palpation of the stomach and duodenum dunng a 
laparotomy This is proved most conclusively by the finding of 



CERTAIN PHASES OF THE ULCER PROBLEU 


417 


gross ulcers m resected specimens which had been entirely o\ er 
looked at the time of operation The task is especially difficult 
when the bulb is surrounded by and mvolved m adhesions. In 
fact, such adhesions are m themselves very suggestive of ulcer 
Recognizing, then, the impossibihty of excludmg ulcer by 
palpation at the time of operation, and the impossibihty also 
of statmg accurately from radiologic evidence as to whether a 
duodenal deformity 13 due to an mtraduodenal or an extra- 
duodenal lesion (assurmng the absence of an “en face” niche 
and direct visuahzation of the crater) we must look for more 
direct evidence of ulcer in this case which is entirely similar to 
the reported cases of distress attributable to penduodemtis 
The first suggestion of this is to be found m the history 
The onginal epigastnc distress with which the patient had been 
troubled bore the earmarks of ulcer It was absent m the mom 
wg before breakfast, appeared one to two hours after food-taking, 
and was regularly reheved either by food-taking or by soda It 
then came to have also the classical properbes of chromaty and 
penodiaty Such a typical picture as this speaks very strongly 
for ulcer regardless of the presence of comphcatmg conditions 
such as chrome gaU bladder disease 

A second pomt strongly suggestive of ulcer is the prompt and 
so far permanent rehef on antaad ulcer therapy It is difficult 
to conceive of an extraduodenal or an extragastnc lesion m 
wbch the pam would be so qmckly and completely reheved by 
this form of treatment 

The third piece of evidence for ulcer is to be found in the 
nad test ” Before the institution of ulcer therapy the “acid 
test" reproduced the patient’s tvpical distress m a severe form 
®'nren weeks later it produced no distress whatsoever The 
reasonable inference is that something has happened m the m- 
temn to alter conditions Presumably the alteration has taken 
P'ace m the mucosa, and not in the serosa or periduodenal tissues, 
^“r We know of no medical means of iniiuenang them directly 
The only known forms of change m the duodenal mucosa asso- 
®rtcd with such types of distress are ulcer and the diffuse inflam- 
’''®*ory process, duodenitis, which is usually limited to the 
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mucosa The relationship between ulcer and duodemtis cannot 
be discussed here, but m this case the chronicity, the extensive 
penduodenal adhesions, and the definite deformity of the bulb 
as seen roentgenologically favor the diagnosis of duodenal ulcer 
rather than that of duodemtis 

Perhaps m tune it will be shown that periduodenitis per se, 
without any alteration of the mucosa, may produce other s}anp- 
toms than the nausea and vormtmg of stenosis, but at the present 
tune there is very httle, if any, proof thereof It is our behef 
that most of the reported cases of distress attnbuted to stenosing 
penduodemtis are m reality cases of duodenal ulcer 

Case n — ^The second case is that of a male thirty-seven years of age who 
entered the Billings Hospital first on August 8, 1928, complaining of se^e^e 
abdominal distress located chiefly in the epigastnum wth some radiation 
toward the lower abdomen This distress had the typical earmarks of an 
ulcer distress in that it came on two or three hours after eating and was 
regularly relieved by food-taking or by soda It had been present for about 
three years, dunng which time various dietary regimes were tried but with- 
out bnnging about any definite remission in the condition There is no 
other noteworthy information in the history The physical examination was 
essentially negative The blood Wassermann and Kahn tests were normal, 
the blood-picture wms normal, urinalysis normal, stool analyses were negative 
for occult blood by the benzidin test, the Ewald test-meal showed a free 
acidity of 42 and a total of 64, the motor meal showed no gastric retention 
at the end of seven hours, the serum bilirubin was 0 865 unit, the basal 
metabolic rate was 1 5 per cent a-Ray re\ealed no evidence of foci of infec 
tion about the teeth or of urmary calculi, a normally functioning gall bladder 
using the intravenous Graham-Cole method, and a constant deformity of the 
duodenal bulb with very little narrowing of the lumen but with persistent 
fleck formation which was interpreted as insualization of the crater of a 
duodenal ulcer The acid test was as follow s 

2 SO p M Stomach aspirated Forty c.c. liquid obtained Free acidity 31 
Total acidity 46 No distress present, 200 cc 0 5 per cent 
HCl injected into stomach 

2 57 “ Slight gnaw mg epigastric pain appears 

3 03 “ Pam increasing, cramp-like m character 

3 35 “ Gnawing epigastric pain identical in type and location with 

patient’s typical distress continues, 200 c c 0 5 per cent HCl 
injected mto stomach 

4 12 “ Typical distress continues, 200 c.c 0 5 per cent HCl injected into 

stomach 

4 55 “ Typical distress continues Stomach emptied, 350 c c. liquid 

Free acidity 93 Total acidity 99 

5 12 “ Verj' slight gnawing pain still present 
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The diapooBis of uncomplicated duodenal ulcer was made and the patient 
placed at once on Sippy management The distress disappeared immedi 
ately but frequent aspirations showed that the free acidity was not neutrabred 
b) the usual powders consisting of calcium carbonate 0 6 gm (gr \) and 
•odium bicarbonate 2 gm, (gr xxx) alternating ^ith heavy magnesium oxid 
find sodium bicarbonate each 0 6 gm, (gr x) In order to accomplish com 
plcte neutraliration of the free It -was necessary to increase the powdera 

to the following Calcium carbonate and sodium bicarbonate each 2 gm, 
(gr xxx) and bea\'y magnesium oxid 0 6 gm. (gr x) calaum carbonate 0 9 
(gr x) and sodium bicarbonate 2 gm (gr xxx) 

After three weekfl of treatment the stomach was ogam x rayed and the 
constant fleck formation In the duodenal bulb found to be still present The 
fiad test was repeated with the following results 


4 15 p ir Patient has no pain Stomach aspirated 

4 20 200 C.C. 0 5 per cent HCl Injected Into stomach 

5 06 No pain 200 c,c. 0 5 per cent. HCl injected into stomach. 

5 10 Slight gnawing pain m region of navel 

5^1 • Distress ceases, 

5 29 " pQin reappears, 

5.36 “ Distress censes 

5J9 ‘ 200 c,c 0 5 per cent HO injected Into stomach 

5 49 Gnawing pain in region of navel reappears 

5 55 Pain ceases 

6 10 ' No pain 400 c c, liquid eepirated from stomach 

The patient was then discharged from the hospital on the three meal a 
schedule with hourly milk and cream feedmgs and the same hourly 
as those used In the hospital Six weeks later the stomach was 
^Eain X rayed the duodenal deformity again seen but the en face ' niche 
or fleck formation could not be demonstrated The acid test was repeated 
^th the following results 


^ 10 A JL No distress Stomach emptied 45 c.c, bquid Free aadity 60 
Total addity 63 

^•25 * 200 cc, 0 5 per cent, HCl injected Into stomach 

^ 45 No distress 200 cc. 0 5 per cent. HQ injected into stomach 

15 No distress 200 cc 0 5 per cent, HCl mjected Into stomach 

^*^45 No distress at all Stomach emptied 360 liquid. Free addity 

108 Total aadity 110 

The patient is now back m his regular occupation as a mail derlc, working 
J^ry hard and at Irregular hours but nevertheless continuing his management 
He has gained 9 pounds in weight and there ha* been absolutely no recurrence 
of hU distre** 


Dtsctisston — At the tune of admission the patient was ha\Tng 
^ regularly recurring and very severe epigastric distress His 
t>ehavior was that of a man m agony, but it was in many respects 
^Egcstivc of a psychoncurosis The mstitution of ulcer manage- 
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ment was followed by umnediate relief from the abdominal dis- 
tress and all trace of the psychoneurosis disappeared This 
pomt deserves emphasis, for one so commonly sees patients passed 
from physiaan to physiaan, and from chmc to chmc, labeled as 
“neuros” until finally some underlying condition, such as an 
at3rpical duodenal ulcer, is found and properly treated The psy- 
choneurosis then disappears m whole or in part 

The “aad tests” illustrate the vanous results which may be 
obtamed In active penods of distress the typical response is 
that shown m the first test If, however, the spontaneous dis- 
tress is nuld, the response may be similar to that m the second 
On the other hand, if there has been no spontaneous distress for 
a day or two, the “aad test” is hkely to be negative, as in the 
third result When positive the test is often useful as a diag- 
nostic procedure, but when it is negative it is of much less 
significance It is also important and charactenstic, that m the 
second test after three weeks of management the distress pro- 
duced by the aad was of much less seventy than m the ongmal 
one Furthermore, it did not appear until after the second 
mjection In other words, a decrease m the sensitiveness of the 
pam-producmg mechanism was mdicated by a lessenmg m the 
seventy of the pam, and a prolongation of the latent penod 
In the third test the ulcer was either totally insensitive or the 
latent penod exceeded the duration of the test This is an abso- 
lutely charactenstic response to antacid ulcer therapy The 
length of tune required in uncomphcated ulcer for the aad test 
to become negative vanes greatly, but m my expenence it 
eventually does so m all cases 

It IS usually not possible to correlate the healmg of a duo- 
denal ulcer with an alteration in the deformity as seen roent- 
genologically except in the cases m which the crater is visualized 
Unfortunately, this does not occur as frequently as one might 
wish Here, however, the crater was actually visuahzed at the 
time of tlie first two acid tests and then six weeks later when the 
aad test was negative, the crater was not demonstrable These 
two pomts together with the complete relief of symptoms cer- 
tainly constitute strong evidence of healing of the ulcer Berg 
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has noted that the sjTnptoms of ulcer disappear before the niche 
disappears roentgenologically and it has been my observation 
that the aad test becomes negative at a time when the crater is 
still demonstrable radiologically In other words, a negative 
and test usually betokens healing of an ulcer but it does not 
Rnpl} that the process is complete Similarly, the disappearance 
of spontaneous pam may indicate merely that the healmg proc 
osses are predominatmg The same statement apphes to the 
disappearance of a radiologicallv demonstrable crater, for surgical 
“penence has shown that this may occur before healmg is 
cornplete 

These facts are of great importance from the standpoint of 
the duration of treatment and bnng us to a consideration of 
Ifmt quesbon Obviously treatment should be conbnued until 
the ulcer is well healed, but at the present bme there is no 
moans of knowing defimtely whether or not the process is com 
plete. The best evidence available — the rehef from symptoms, 
the negabve aad test, and the disappearance of the crater as 
aoen roentgenologically — 13 unrehable Chnical e-tpenence has 
shown that as a rule it is not safe to disconbnue ulcer therapy 
tn less than a year and often a longer penod is necessary Occa 
sionally one sees at autopsy of patients dymg from other causes 
ulcers which ha\ e healed completely withm a few weeks, but the 
unial chronic ulcer requires several months for the process 

title HL — ^The third caee le that of a male thirty five j'cars old who 
^u^rd the Out patient Depjartment on March 10 1928 complainmg of 
®wion\Iiuii diftreas of eight jtart doration Originally the dtatress had 
in the epigastrium, radiating through to the back, had appeared 
one hour after meali and had regularly been relieved b> food taking 
also gi\'en some relief but apparently of brief duration He spent 
^^ths m a hospital in England at this lime and was treated with a bland 
^ powders The distre&s disappeared and did not reappear until two 
later at which time Apnl 1922 o laparotomy was perforraetL An 
•Ppendeaoray and a gastro^nterostomj are eatd to ha>-e been done but no 
^rd of the findings is obtainable This was followed by a two-year penod 
freedom from distress but in 1924 pain reappeared of a somewhat different 
ype than before located lower at about the Ie%x! of the na\'cl and radiatmg 
f e lower abdomen very severe at times and frequentl) accompanied b> 
usea and romitmg Hunger was present all the time but the patient was 
*^*d to eat The pain was not relieved as readily by food taking as the 
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onginal distress had been, soda tras much less effective, and vomiting al<m 
gave only partial and incomplete relief In fact, the patient found that more 
relief could be obtained by lying fiat on his back than in any other way 
Nausea and vomiting frequently occurred independent of pain and for penods 
of two or three weeks at a time would constitute the major complaint This 
state of affairs lasted until the patient’s admission to the hospital, not mate 
rially affected by two or three ambulatory forms of therapy tried in the 
interim In other respects the history was unimportant 

Physical exanunation was essentially negative except for extreme tender- 
ness in the region of the navel The blood and spinal fluid Wassermann and 
Kahn tests were negative, the spinal fluid cell count was 15 cells per cubic 
millimeter, the Ross-Jones test for globulin was faintlv positive, and the 
colloidal gold curve 0001110000, urinalysis was normal, the blood-picture 
normal, stool analysis was negative for occult blood by the benzidin test, the 
Evald test-meal returned 90 c c of gruel with a free aaditv of SO and a total 
of 57, a fractional alcohol test-meal returned in each aspiration only a few 
cubic centimeters of bile-colored liquid containing no free acid *-Ray 
revealed no evidence of urinary calculi, a normally functioning gall-bladder 
with no evidence of stones, using the Graham-Cole technic, a large duodenal 
bulb with no evidence of deformity either in the bulb or in the stomach, no 
evidence of a gastro-enterostomy opening, but the third portion of the duo- 
denum was very large and much dilated as though some obstruction existed 
beyond it 

The history was typical of a gastrojejunal ulcer, the recumng distress 
being more severe than the original, located lower in the abdomen, and less 
definitely related to or relieved by food-taking The attacks of nausea and 
vomiting unassociated with pain were very suggestive of the so-called "vicious 
arcle," perhaps due to obstruction of the distal loop of jejunum *-Ray had 
failed to reveal evidence either of gastro-enterostomy or of gastrojejunal ulcer, 
but the fractional alcohol test-meal had typically returned only a few cubic 
centimeters of liquid obviously containing a large amount of yellow bile 
The diagnosis of gastrojejunal ulcer with a non-functioning gastro enterostomy 
and a so-called "vicious circle” was made The patient contracted an uppier 
respiratory infection and hence did not enter the hospital for opieration until 
nearly six weeks later, duiing which time he remained on a soft diet and was 
entirely free from piain, although not from nausea 

Laparotomy was performed April 21, 1928 by Dr L E Dragstedt, who 
made the following report of his findings "The scar of the duodenal ulcer 
was seen in the anterior wall of the duodenum about 1 inch from the pylorus 
The gall-bladder was exqilored and found normal A jxistenor no-loop gastro- 
enterostomy was found and the jejunum was sharply kinked at the gastro- 
enterostomy opiening The line of anastomosis was cut through and the 
stomach separated from the jejunum The stomach was then closed Athick 
fibrous band was attached to the jejunum at the Ime of anastomosis and be 
neath this apparentlp a healed jejunal ulcer The hole in the jejunum was 
closed transversely ” The piatient recovered quickly from the operation and 
was discharged from the hospital May 10th with instructions to eat a normal 
diet The old duodenal ulcer had appeared healed at laparotomy and the 
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gartro-entcrostoraj had been undone Hence no indication for <lietar\ re 
•tnctions could be seen 

On July -Ith the patient dcwlopcd \»hat appeared to be neuntjc or 
arthritic pain in the bacL bctu'ccn the ehouldcTB and extending down into the 
lumbar region A mustard pbster 'was applied ^Mth considerable relief He 
reported in the Out patient Clinic Jul> 9th and vs as told to continue th^ 
therapy which he himself had Instituted At the time of his next visit two 
later July 25th his distress had giovn i more severe and was accom 
panied by cpigastnc pain No definite relationship to food taLing had been 
and the effect of food taking and bf soda upon the distress had not 
bean tried x Ray examination of the thoraac spine did not reveal evidence 
of a lesion An aad test July 27th reproduced the patient s typical distress 
>Q the back and also some in the epigastrium. Fluoroscopy of the stomach 
the same day showed a constant deck in the duodenal bulb which remained in 
the same location and which could not be vnped away when banum was 
pressed from the cap In other words, it had the appearance of banum lodged 
in the crater of an ulcer 

The patient was then hospitalixed for observation During the first 
few OQ an unrestricted diet the distress was found to possess all of the 
characteristics of an ulcer pain as regards relationship to meals and rehef 
Irom food taking and ollcalU, It was unusually severe In the back, and at 
twies was present onl> In the lower thoracic and upper lumbar regions pcs* 
tenorly with no radiation or distress anteriorly An aad test July SIst pro* 
duced severe pain in these areas but slight and transitory epigastric pain 
Ulcer niaaagement was begun August Ist with prompt and complete relief 
from the distress. The following powders were required to neutrahxe the 
high-grade aad secretion Calaum carbonate 2 gm- (gr xxx) sodium bicar 
honate 3 gm, (gr xlv) alternating with heavy magnesium ond 0 6 gm- 
^ x) calcium carbonate 1,2 gm, (gr xx) and sodium bicarbonate 2 gra, 
^ On August l7th the aad test failed to produce any distress, except 

oatisea m one and a half hours Fluoroscopy revealed a constant deformity 
of both curvatures of the bulb and a constant but faint fleck in the same 
position as that seen July 27th The patient was discharged August 22d with 
the usual instructions, 

He returned to his work as guard of a payroll car with irregular and long 
h^rs and did not follow out the instnictions given at alL In fact he modified 
^^^onagement to the extent that It came to consist of three or four meals 
hy at irregular hours five or six powders daily and no milk and cream. 
The distress recurred but was always relieved by a powder The sItuaUon 
then talked over frankly with the patient and he was led to see that It 
be possible for him to follow his treatment accurately wdiile at work, 
he Is now doing and is reporting regularly with a record of the amount 
*nd reaction of his mghtly aspirations. The distress has disappeared again 
he U getting along very well 

^^sciisston — This case many interestuig phases, but only 

^ few of them can be discussed at this tune The distress attrib- 
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utable to the gastrojejunal ulcer was typical of that lesion, as 
has been stated The nausea and vomiting not accompanied by 
pam are to be looked upon as motor disturbances assoaated with 
the gastro-enterostomy which might not have occurred if an 
entero-enterostomy had also been done The pam m the back 
which recurred was undoubtedly ulcer distress, atypical m 
location The usual epigastric type of ulcer distress frequently 
radiates through to the back just as does the pam of gall-bladder 
cohc and it may be felt more severely there than m the epigas- 
tnum Occasionally the pam is noticed only m the back Such 
at)q)ical forms of ulcer pam are not at aU rare and may occur 
either with a gastric or a duodenal lesion Formerly this back 
pam in ulcer was thought to occur only in cases m which the 
ulcer had extended mto the pancreas but this is not the case for 
It has been noted m instances m which at operation the lesion was 
found to be bmited to the wall of the stomach or duodenum 

The reactivation of an apparently healed duodenal ulcer 
has not infrequently been observed as a sequel to the closure of 
a gastro-enterostomy openmg It illustrates m the first place 
the efficacy of gastro-enterostomy in promoting the heahng of a 
duodenal ulcer It has also a very important beanng on the 
more fundamental aspects of the ulcer problem, for the healing 
as a result of a simple gastro-enterostomy and reactivation after 
closure of the gastro-enterostomy stoma strongly favor the 
view that the gastnc chyme is an important factor both m the 
pathogenesis and chroniaty of ulcer These problems have been 
subjected to much expenmentation and more discussion but are 
still unsolved 

The most important and immediate question m this case is 
that of the therapy It was knowm at the tune of the lapa- 
rotomy that to undo the anastomosis was to court reactivation 
of the onginal lesion, but the gastro-enterostomy had caused 
more trouble than the primary ulcer To do another gastro- 
enterostomy meant the hkehhood of another gastrojejunal 
ulcer as in the case recently reported by Thompson and Steward 
in the British Journal of Surgery in which four gastro- 
enterostormes were done one after the other over a penod of 
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Sixteen years with the old ulcer healing each time and a new 
one forming The chance of reactivation of the duodenal ulcer 
did not appear to be greater than that of another gastrojejunal 
ulcer if another gastro-enterostomv were done Furthermore, it 
was felt that should the old ulcer recur m the non stenosed 
duodenum, it could be handled much more easily medically than 
could a gastrojejunal ulcer It was the more conservative pro- 
cedure and one must remember that there is no known form of 
medical or surgical treatment of ulcer short of total gastrectomy 
which affords an absolute guarantee agamst recurrence of the 
lesion 

There are many who would say at once that a subtotal gas 
trectomy should have been done at the time of the last operation, 
or that It should be done now We are not m accord with this 
idea and would not be even if the operation itself could be per- 
formed without any mortahty rate, for the danger of morbidity 
which It cames does not justify it Balfour has recently re- 
ported a senes of fifty eight recurrences foUowmg subtotal 
gastnc reseebon It had been my intention to present another 
here, but tune does not permit. In bnef, ulcers do recur following 
gastnc resection, and recur again following further resection 
Such recurrences seem to be much more difficult to treat medi 
cally than the onginal ulcer, and surgically there is nothing to 
do except to resect more and more of the stomach with the hope 
of finally effectmg a cure, although this may not occur until 
total gastrectomy has been accomplished Usually the paUent 
deades to bear the ills he has, and goes on through life 
more of an mvahd than he was ongmally It must be admitted 
that m the majonty of cases a complete and permanent cure is 
obtamed, but unfortunately the mmonty, those with recurrence, 
do consbtute a definite percentage These mdividuals are m a 
difficult and sorry plight indeed, and hence partial gastrectomy 
should be recommended only as a last resort 
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CHOREA 


This little girl is ten > ears old 

One year ago a rat ran across the floor of her apartment and 
touched her foot Immediately afterward she became very 
nervous A local physiaan diagnosed chorea, and sent her to the 
^^f^tal There she stayed for about six weeks and was dis- 
charged as cured For one year she remained well, but now the 
Kiother brings her back with a recurrence of the symptoms A 
rat running around an ash m the alley seemed to precipitate 
this attack Our young lady seems to have a rat psychosis 
The rest of the history is of no great clinical importance 
Tonsils and adenoids were remo\ ed two years ago Some teeth 
were extracted last year There is some nervous instabihty m 
the relatives on the mother’s side 

^^mtnatton — 'As you notice, this little girl is somewhat over- 
^ght We shall return to this later As she hes on the ex amin 
table, notice the jerky movements of the extremities, espea 
of the right side. For some unknown reason almost all 
choreas are worse on one side than the other The child herself 
Will tell you on which side the disease is severest. Children usu 
describe the sensation as a feeling of weakness or nervous- 
ness m one or more extremibes When we examme these 
jerkj nlo^c^lents more carefuUv we can divide them mto two 
H’pes 


1 Lightnmglike omtractions of isolated muscle groups, 
fifonps which we cannot cause to contract voluntanlj 

2 Incobrdinate, awkward mo\ements of the larger muscle 

Notice the grotesque gestures when I ask this httlc girl 
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to shake hands with me — or to convey this cup of water to her 
mouth A combmation of the two types of movement is seen 
when we ask her to open her mouth and put out her tongue The 
mouth IS opened with a very definite grimace The protruded 
tongue IS tremulous and full of minute quivenng muscular con- 
tractions 

A number of other signs may be of interest to you In addi- 
tion to the general mcrease m aU reflexes there is a speaal phenom- 
enon shown by the knee-jerk A smgle tap causes a deaded 
response If now we tap the affected extremity (m this case the 
nght) repeatedly, the leg is thrown mto a sort of tetanus and held 
in extension for a number of seconds Another mteresting chnical 
observation is the following When I ask this child to squeeze my 
hand with her nght hand, you notice there is httle associated 
movement in her left hand When we reverse the test and she 
squeezes my hand with her left, there are deaded assoaated 
movements m her nght In other words, these assoaated 
movements appear m the side most mvolved The Czerny sign 
may be present When a child takes a deep breath the ab- 
dommal wall, due to the increased abdommal pressure from 
diaphragmatic contraction, is usually protruded In chorea the 
wall often is drawn in I do not regard this as a sign of major 
importance 

The most valuable aid in diagnosing questionable cases I have 
found to be the foUowmg Try the effect of mental excitement 
upon the muscular movements If afihcted with only a rmld case, 
the patient lymg qiuetly in bed may show no symptoms whatso- 
ever, but under nerve stram he will develop typical choreiform 
muscular movements In the case of this httle gul the condition 
is severe enough to preclude absolute muscular qmet, but still 
note the effect of mental activity I shall give our httle fnend 
some problems m anthmetic just a bit difficult for her The 
muscular response under this mental stimulus is most significant 
Whenever I am m doubt as to diagnosis I have found this the 
most valuable of all tests 

Etiology and Treatment — ^You may be startled at my group- 
ing these two great subjects under one heading However, the 
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reason is simple Wc do not know the actual etiolog> of chorea 
There are a number of hypotheses In a hke manner there are 
many different treatments By trying" vanous treatments it 
might be possible to get some clile as to the etiology 

The prcmihng hypothesis is to link the etiology of chorea 
^th that of rheumatism The occurrence of chorea m close 
^ssoaation with tonsilhtis, endocarditis, and rheumatism has led 
^^mny observers to be quite positi\e m their statements that 
chorea is a rheumatic disease 

The prcvuihng treatment of chorea is, first and foremost, rest 
mbed Secondly, come a variety of drugs If chorea is rheumatic 
f e sahcylates are logical If the child is bemg exhausted by 
muscular activity, luminal or broimd is mdicated I am not 
fond of lummal, having seen a number of cases of poisonmg 
0 owmg Its use At tunes I have had the impression that after 
mmnal is stopped the symptoms become worse than if no medi 
Cine had been given Bromides are always of value As regards 
^ny specific drug treatment, Fowler^s solution m increasing doses 
^ys was the standard remedy About fifteen years ago many 
P latnaans came to the conclusion that Fowler’s solution was 
ueless From that time on m our own wards we have followed 
e practice of keepmg the children m bed for five or six weeks, 
medication only when mdicated The essential, of course, 

Js to keep them as isolated from the other children as possible and 
0 come as dose to mental and physical rest as is feasible m the 
ary children’s ward During these years the neurologists 
^ maintamed that arsemc is of value and that it should be 
m larger doses than those employed by the pediatnaans, 
injections of sodium cacodylate ' 
he prevaihng theory that chorea is related to the rheumatic 
led to the careful search for foa of mfection In 
for above treatment, the modem pediatnaan searches 

c usual diseased tonsils and asks special advice as to the 
unent of infected sinuses and teeth This is done as a routine 
first became more than ordmaril> interested in the studj of 
years ago when Dr E C Rosenow announced that 
^ isolated a streptococcus vihich caused typical chorea m 
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rabbits, could be isolated from tbe bram of rabbits, and could be 
passed tbrougb senes of rabbits, always producmg choreiform 
symptoms He prepared a serum agamst this organism and was 
kmd enough to permit me to try it I made quite a careful study 
at that time ^ In connection with our resident physiaan I tned 
It on a number of cases and did considerable work along the hnes 
of agglutmation We found the serum to have no dimcal value 
whatsoever It had no effect on the course, the comphcations, or 
the recurrences of the disease This, of course, does not speak for 
or agamst the theory of the streptococcus ongm of chorea Let 
me digress one moment to explam this more thoroughly 

Durmg an epidermc of memngitis at Coblentz I was m charge 
of much of the contagious work for the army of occupation The 
soldiers were treated m the usual way with lumbar punctures and 
mjections of antimenmgococcus serum In spite of the most 
patient devotion, the sleepless mghts of the attendants, the appeal 
of humanity that gave to duty an energy superhuman, our treat- 
ment was of no avail I cannot descnbe to you the feehng of 
utter helplessness, of absolute despair when day after day I saw 
these boys gettmg progressively worse independent of anything 
and everything that could be done Utterly uninfluenced by any 
form of treatment they died one by one In desperation I began 
to wonder if the serum itself was of no value I had heard that 
somewhere m France the Pasteur serum was giving good results, 
and so, after much argument and a final appeal to the higher 
authonties, we were able to procure some 

The new serum worked like magic From bemg up night and 
day with the hopelessly sick and dymg we were able to effect 
cures with a few mtraspmal injections One hundred per cent 
fatahty changed to 100 per cent recovery From a frightful 
pestilence the disease changed over night to a relatively mild 
infection A few doses of serum and the ailment tenninated al- 
most by crisis So startlmg were these results that they warranted 
further mvestigation I was fortunate in arousing the mterest of 
Dr Robison, chief of the laboratones, and we deaded to check 

iGerstlcj,] R , and Wilhelm) L J Amer Jour Dis Child , 33 , 602, 

1927 
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up the agglutinating properties of the \anous sera We found 
that the Amencan scrum aggluUnated a number of different strams 
of memngococa But it did not agglutinate the one strain of 
organism that was present in the spinal flmd of the Amencan boys 
m Coblentz The Pasteur serum agglutmated all strains Hence, 
the difference between 100 per cent mortahty and 100 per cent 
reco\ ery m this particular epidemic was due to the fact that that 
one porltcidar strain of menmgococcus uas not included m the 
preparation of the serum 

This expenence with meningitis' was one of the great expen- 
onces of mj medical hfe and one which I will nev er forget Hence 
if a serum does not give results m the treatment of a disease it is 
necessary to search still deeper before commg to final conclusions 
In the case of chorea serum, then, we attempted to determme 
whether there Were anj specific orgamsms in the tonsils, naso- 
pliarjTix, or abscessed teeth of these chorea children and whether 
serum agglutinated anj particular one of these orgamsms 
ur results were verj unsatisfactory We found no specific 
IJlio of streptococcus uniformly present, nor did we find the 
^'niin showed any specific agglutinatmg properties Hence we 
niust conclude that the argument in fax or of a definite strepto 
™ncii5 chorea is still unproved 

In the course of this study, to determine whether the serum 


had 


nny effect upon recurrences or comphcations, I organised a 


•iorea chnic Such a grouping of cases gave an opportunity for 
Dumber of otter mvestigabons First, knowing tbat there 
^ some sort of relationship between undemutntion and general 
^o^Xiusness, I tned the effect of increasing the weight of these 
young5t0r3 But as our httle patient here so abl> demonstrates, 
is not a deading factor Chorea occurs m the overweight 
^ Underweight alike In some of the under nounshed children 
^'^Dcrease in weight occurs simultaneously with an improvc- 
f of the disease, but this increase is the result of improvement 

"^duotthecmac 

text hooks state, and I have found it true m m-v cases, that 

1919' J Qnd Geretley J R Jour Amer Med October 
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there seems to be some increase of the disease m sprmg Could 
chorea m any way be related to the tetany of mfants which is 
due to a blood calaum defiaency developing after the long 
months of msuflB.aent sunshme? We tned the electncal reactions 
and found that m many cases there is an increase of ner%fous 
irntabdity But, lo and behold, when we came to make blood 
calaum and phosphorus determinations, we found them to be 
normal In a hke manner we got no staking improvement 
followmg the use oftthe ultraviolet ray So, unquestionably, 
chorea cannot be due to a calcium deficiency m the blood 

The fact that these patients show such mcreased emotional 
reactions would lead one to think of the thyroid We made a 
number of metabolism tests, but the results were withm the realm 
of the normal, the highest bemg plus 10 to plus 12 After a penod 
of rest the rate dropped a httle, but certamly there is notbng m 
these determinations to mcnmmate the thyroid 

It is fashionable nowadays to talk of the glands of mtemal 
secretion A few men have given mjections of adrenahn and 
reported good results, particularly m chronic cases We have seen 
nothmg s takin g from adrenahn therapy When we were working 
with the calaum hypothesis, we treated some children with para- 
thyroid extract (parathormone of Lilly) This also was disap- 
pomtmg 

We have tned the effect of beha\nor' study on a number of 
children It occurred to us that the sjonptoms were made worse 
by uncongemal home environment, by uascible parents, and by 
bull 3 nng older brothers and sisters In such cases placing the 
child m a more congemal atmosphere proved of benefit But, of 
course, this is symptomatic treatment, and I would not go so far 
as to say that chorea was pnmanly caused by the nervous tension 
of the household, although at times I have been suspiaous that 
this might be the case 

At present we are pushmg our studies along different fines 
No one has had the tementy to suggest dietetic influences m 
chorea The studies of the ketogemc diet m epilepsy might possi- 

1 Gerstley, J R Chorea A Bnef Clinical Study u ith a Suggestion for 
Further Treatment, 111 Med Jour , 1928 
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blv have some application to chorea, not in anj waj as mfluenc 
lag the causabi e factor, but purely as a symptomatic treatment 
The resulting increase in the ketone bodies might act as a sedative 
just the same as brormd or luminal This is just a hypothesis 
but we are trying it out on a number of patients Our results wiU 
be reported m detail later 

Another hne of actmtj is the new serum recentlj introduced 
b) Small Small, just as Rosenow, thinks he has found the 
organism of rheumatism and has prepared a serum against it 
Ho was kind enough to let us have some and we used it in a num 
ber of cases Up to the present the results are not very satis 
factory On the other hand, some men think they have met with 
access espeaally in a few cases of rheumatism In our few cases 
fhe chorea m as absolutely uninfluenced Howe\’^r, we have not 
studied a number sufficient to submit a convincing report 

The Relation of Chorea to Rheumatism. — The cut and-dned 


opiuion IS that chorea belongs to the rheumatic syndrome To 
^^ute such a theory takes considerable courage I am not 
prepared to dispute the hypothesis, but I must confess that I 
^ beginning to have some doubts upon the subject In the 
place, there is always a history of nervous mstabihty m the 
®^illy of chorea children and many tunes careful questioning will 
w that the mother herself suffered with chorea when a girl 
*15, therejs a defimte hereditary element Again, the campiaign 
^uist foa of mfection has been a failure I ha\e not the slight 
^ hesitancy in mamtaimng that removal of the tonsils has no 
^ upon the course of a chorea or upon recurrence of the 
Dunng the last three or four years I have studied the 
^ of tonsillectomy quite carefully Fully as many children 
^elop chorea after tonsDlectomy as before, and, just as this 
^1 c girl illustrates, almost all of my recurrent cases are in 
dren previously tonsillectomized I am convinced that the 
^nsils have very Uttle to do with chorea On the other hand, 
IJ^uestionably fewer cardiac complications occur now than were 
‘^rted in previous decades Whether the chorea itself has less 
^<liac complications or whether ton^ectomy has to do with the 
Her, It 13 impossible to state In new of the pre\ ailing cam- 
i3--a8 
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paign against tonsils, one is tempted to lay the diminished car6ac 
comphcations to the popularity of tonsillectomy I almost feel 
that tonsiUitis, rheumatism, and endocarditis are a tnad and that 
chorea is an mdependent entity grafted on top of these three 
But of course this is just clmical reasonmg and it is difl&cult to 
prove Other observers in years gone by have occasionally 
questioned the close relationship of chorea to rheumatism Osier 
found such a relationship present m only 15 8 per cent of his 
chorea cases, and Sachs could find a satisfactory history of chorea 
coming on after rheumatism m only 20 of 184 cases Then agam, 
rheumatism does not precede chorea nearly as frequently m the 
early years as it does m the ages between ten and fifteen In 
other words, acadental comafience may play a greater T61e 
than many are wilhng to concede 

In my own cases the assoaation of chorea and rheumatism, or 
the altematmg of one with the other, has been exceedmgly infre- 
quent And It is only m these exceptional cases that severe 
cardiac comphcations have developed It is only m rare mstances 
of a combmation of chorea and rheumatism that I have seen the 
severe endocarditis which is generally supposed to be the mvan- 
able comphcation of the chorea itself One gets the impression 
that the chorea has prepared the sod — to enable a possible 
symbiosis of some sort or other — for a true rheumatic endo- 
carditis 

In my own studies the focal mfecUon idea has been dis- 
appomtmg It is difficult to establish any relationship between 
chorea and smusitis or abscessed teeth For mstance, the follow- 
mg findings are typical of a number of studies 

Cultures from removed tonsils show a hemolidic strepto- 
coccus, from an abscessed tooth, Staphylococcus aureus, and from 
the pus of a punctured antrum, hemolytic streptococcus, non- 
hemolytic streptococcus, and diphtheroid baalh In these cases 
blood-cultures were imiformly negative The organism usually 
descnbed as the cause of the disease is a non-hemolytic strepto- 
coccus 

The majority of our chorea children do not show definite foa 
of mfections, and I must confess that m those cases showing 
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infected anuses and teeth, I cannot see that the eradication of the 
foa has hastened the reco\ erv Of course, all foa of infection 
should be cleaned up, that is considered the A B C of modem 
medicine But certainly patients with chorea do not seem to 
improve any more rapidly after these imnor surgical procedures 
than they do from simple rest m bed 

Another observation which makes me question the relation 
ship of chorea to rheumatism is that I have seen a number of 
Aorea patients get relapses or become much worse dunng the 
t weather In my experience there may be a shght mcrease m 
frepuency of the disease at the end of a summer Ordinary rheu- 
mape fei er does not come on so frequentlj in the hot weather 
Agam, chorea occurs very much more frequently m girls — about 
per cent in my cases Rheumatism shows no such preference. 
And lastly we have certam arcumstantial evidence m the 


miconvmcmg results of the anprheumatic streptococac sera 
lam beginnmg to wonder if there may not be two types of 
^rea Almost all observers are agreed that chorea is an mfec- 
oaa process dosely allied to rheumatism, but m addition there 
^*ams to be a type which I have been seemg dunng the last three 
otiT years, namely, a chorea caused apparently by nen e shock 
•m nerve exhaustion m over^stimulated, overworked, and ment- 
y fatigued children Whether these two forms have a common 
afaology or whether there ore really two types of chorea remams 
“ be seen 


, ^®fhology — One must say a word on this subject, although 
^^e inability to obtam pathologic matenal m any large number 
chorea cases makes the problem compheated However, as 
^cephahtis is so frequently followed by choreiform ma m festa 
nns and as encephahtis has a fairly well known pathology, it 
®C)re than likely that any changes m chorea (if the chorea is on 

^ infectious basis) are of the same nature, namely, m the corpora 
striata. 


cannot end this discussion without te l U n g a somewhat 
^ u^g story on myself You remember that m these lost years 
ve gotten away from the routme use of any medication 
We found equally good results from simple rest m bed 
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A child came to my clmic some time ago with a typical chorea 
I sent him to the hospital where he was m bed for five or six weeks 
Shortly after discharge he had a recurrence Needless to say aU 
foci of infection had been removed durmg the hospital sojourn 
In this case the father was a very nervous and rather ignorant 
man, utterly unable to restrain the boy from roammg the streets 
and visiting the movies every night I felt that the environment 
m this case was unfavorable and so urged another hospital stay, 
mainly to get the child away from his father In the hospital 
the youngster qmeted dowm but upon discharge again developed 
symptoms, and gave the impression of becoming one of those 
unusual types of chronic chorea I became qmte msistent that 
the boy be taken away from his father The patient then dis- 
appeared for some months Some weeks ago a perfectly well 
little boy walked mto my chnic and proudly exhibited himself 
He was still hvmg with his father and apparently m much the 
same environment, but he had not the slightest trace of a symp- 
tom He told me that for some months he had followed the 
advice of a neighbor and had been taking a drug-store St Vitus 
dance remedy I was greatly interested m learmng what this 
marvelous cure could be and asked him to bnng some He did, 
and I sent a specimen to the Amencan Medical Association for 
chemical analysis Can you imagme my surprise and chagrm 
when the answer came back — “arsemc ” They had not had 
suflhaent tune to determine the exact chemical combmation, but 
inasmuch as the medicine was to be given m drops, I presume it 
must have been Fowler’s solution So, after these fifteen years, 

I begm to feel that we are back where we started 

Conclusions — ^Now I have told you all that I know about cho- 
rea and I am afraid that it is not very much Every study so 
far has been mcondusive There is much evidence m favor of 
the infectious ongin of the disease, but the disappomtmg results 
of the sera have not given final proof to the hypothesis While 
chnical evidence always has favored the rheumatic ongin of 
chorea, the absolute failure of tonsillectomy and the disappoint- 
mg results from the treatment of other foa of mfection have led 
me to suspect that it may not be as closely related to rheumatism 
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as lias been thought The fact that chorea often gets worse dur 
mg the hot months, that it occurs overwhelramgly m girls, and 
that in mj senes the chnical association with rheumatism is most 
infrequent, lends some weight to this hypothesis 

^gam, m my cases, cardiac compUcations have not been severe 
except in those rare combinations when chorea and rheumatism 
ha\’e existed simultaneously Unquestionably m our senes we 
ha\'e had feii'er cardiac comphcations than are generally reported 
That this mav be due to increased frequency of tonsillectomy is 
n possibibty Tonsillectomy , however, does not pre\ ent recur- 
rence of chorea This rather favors the hypothesis that chorea 
be a chmeal entity m itself mdependent of the tonsilhtis, 
endocarditis group Possibly it forms soil favorable for rheu 
raatic infection Possibly there is a symbiotic relationship be- 
tween the two conditions 

hi the treatment nothing can be offered but a prolonged 
period of mental and physical rest in bed, a penod of four to six 
^eeLs The patient should not be allowed out of bed until the 
Symptoms have entirely disappeared and until they remain 
absent even when the child is subjected to some mental stram 
hi certam cases not easily differentiated from the others 
arsenic may prove of considerable x'alue 
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PERNICroUS ANEMIA. WITH STJBACUTE COMBINED DE- 
GENERATION A PATIENT PRESENTING THE ABOVE 
PICTURE WITH A HISTORY OF LUETIC ENDARTERITIS 

and bleeding hemorrhoids 


CHiRLEs K., who la 6fty sotin enter* the hospital contplaining of diffi 
culty walkhig; ^isaknesa depressed sensation in abdomen soreness of the 
b^pje, nambncM and tingling in the hands and feet^ and decrease in hia 
ability to remember rocent e^’ent« 

When this patient was Cwcnty-onc he had a pninary s>philitic lesion 
or ■*'hich he received focal treatment and treatment by mouth At the age 
^forty-se\'en he had a left hemiplegia which came on one morning jutt as 
^ attempting to get out of bed At this time his blood was reported 
®* showing a four plus positive Wassennann and his spinal fluid Mas also 
P^tlve. Shortly thereafter he began intensitT treatment by intTa\*enou8 
J^hicttoas of salvarsan Intramuscular mercury and lodids by mouth That 
* Was adeijuately treated seems certain for he state* that the blood tests and 
•pinal tests have been repeatedly negative for some time. He mtis drv'orccd 
from b« wife by reason of the above c\-ents and entered on a period of vitamin 
He would eat at restaurant*. His diet was almost cntirclv 
Qrijohydrate aith a minimum of protein and fat. He never drank mfllc 
P^ically never took fruit and only a very little \-egetable with no butter 
flee roll*, potatoes, pastry doughnuts, and the like made up hi* meals. 
*Pfto of such an unbalanced diet he maintained his weight and was appa 
’^tly quite well untfl about a year ago when the above symptoms began 

the age of 6fty three he had on mnuenral Infection with a b^^o* 

P*^monia recovering promptly and returning to work as an Insurance 

One >-ear ago he began to notice a general tiredness and M-ealcni^ He 
^ would come home from his work, eat a bite and go to Immedi 

y He felt this weakness particularl> in the legs and whereas he fomier > 
a cane for moral support he now needed it for phj’Sical support 
j fl. tingling began to appear Jn the tip* of his Angers and c 

wparaung sheets of paper and recognizing coins There was a 
y r ^ •cnsation about the abdomen ond slightlj increnscd urgeru^ o 
UiutradinCM tn vi-oIUng bcciroo Increaslngl} apparent ^rc- 
« thn tongue ha. been prewnt for the lart two or three montfu. bor a 

■tJS 
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short time during this past 3 'ear he Msited in St Louis where he was treated 
for central nervous system lues in spite of negative tests 

Physical Examination — A fairly well-nourished adult with a typical 
lemon-yellow tint to the skin who is unable to walk without support and 
has a tendency to fall to the left The pupils react to light and accommodation, 
are regular and equal The tongue is smooth, red, and shows an atrophy of 
the papillae Heart and lungs are normal The spleen is at the costal margin, 
as IS also the liver There are no abnormal masses palpable in the abdomen 
There are two hemorrhoids present which bleed on pressure The prostate is 
normal There is subjective numbness of the ends of the fingers which are 
reddened and pitted This in spite of the general anemia On examination 
of the nervfous system we find evidence of an old residual hemiplegia on the 
left with loss of motor power to a relatively slight degree There is bilateral 
reduction in vibration sense, the sense of jxisition, and muscle-joint sense in 
both upper extremities The sensation of touch ts preserved The reflexes 
are active The abdominal reflexes are present but reduced There is a 
very marked reduction m the muscle-joint sense, tendon sense, and vibration 
sense in both lorwer extremities and while there is slight reduction in the 
sense of touch it is almost negligible The knee-jerks are double plus on both 
sides, the Achilles jerks also greatly exaggerated and there is an extensor response 
on stroking the sole Ankle clonus ts present in both ankles There is marked 
loss of motor power in both legs and feet Ataxia is present The fin ger-to- 
iiose, finger-to-finger, heel-lo-knee, toe-to-finger tests are poorly performed The 
RJwmberg test is positive with more tendency to fall to the left which is due 
to the old hemiplegia The spinal fluid is entirely negative and the blood 
Wassermann is also absolutely negative The unne shows a slight trace of 
albumin from time to time 

WTien we examine the blood we are confronted with the followng 
Hemoglobin 60 per cent , erythrocytes 2,600,000, leukocytes 8700 with aniso- 
cytosis, pioikilocytosis, piolychromatophilia, increased macrocytes, and an 
occasional nucleated red cell The stool show s no blood w ithin the substance 
but occasional streak of blood on the external surface — due to the hemor- 
rhoids However, we are told by the patient that there have been several 
occasions when the stool showed much red blood 

Discussion — ^What are we deabng with in this patient? We 
feel certain that the old hemiplegia was due to a syphilitic endarte- 
ntis with thrombosis Is the present condition due to syphilis? 
Is this tabes? No — ^it is not Why? First, the pupils are per- 
fectly regular and react promptly This finding is important 
Second, the tongue is not that of sjT>bihs, it is absolutely typical 
of pemiaous aneima Thirdly, we find an exaggeration of the 
patellar and AchiUes reflexes with clonus and extensor response 
The sense of touch is well preserved This is not tabes Tabes 
shows reduction in the reflexes with flexor response, and delayed 
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sensation Further, the blood and spmal fluid are negative 
And again, we ha\ e a blood picture which 15 typical ol pernicious 
anemia What one added finding would convince us that this is 
permaous anemia with cord changes? The gaslrtc aital \sis Now 
we find on both ordinary Ewald meal and on fractional tests of 
the gastnc content an absolute achylia Also of importance here 
la the absence of pain This patient complains of numbness and 
bnghng but there is no real pain 

Discussion of the Etiology — I behove that we are allowed to 
put aside the syphilitic factor as causative of the condition under 


Triatt 1b rarololoof Arotola 



Fig 75 

’ ^iiscusaon More easily can we do this in view of adequate treat- 
ment and negative findings What other factors are possible? 
^0 Long-continued faulty diet with a preponderance of carbo- 
ydrate and an almost total lack of vitanun containing foods 
explain it Bleeding hemorrhoids will give nse to a picture 
resembhng that of pernicious anemia, and while we have 
a history here it does not seen possible to belie\ e this one 
^etor to be suffiaent We do know that a picture of cord changes 
be produced in expemnental animals by prolonged bleeding 
Subsequent History— This patient was transfused several 
upon added diet, and given hydrochloric acid and 
He improved shghUy The hemorrhoids were remo\ ed 
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Iron and arsenic were given hypodermically With the advent of 
the specific diet of Koessler and his co-workers this patient was 
returned to the hospital, put to hed, and treated according to the 
ideas of the late Karl Koessler Ehs improvement began at once 
Withm a relatively short time the blood hemoglobin has risen 
to 90 per cent and the red cells to over 4,500,000 Weakness 
became less marked, tiredness disappeared, and there was an 
apparent reduction m the ataxia and muscle weakness On 
examination in December, 1928 this patient stdl has his numbness 
and tmglmg, the pitting of the finger-tips is stdl present, but he 
IS back to his occupation and carrymg on Reflexes, clonus, 
reduction m muscle, jomt, tendon, and vibration sense stiU 
remam as on the first examination but the ataxia has been much 
lessened He is stiU taking hver extract but has stopped other 
medication His blood-count shows a hemoglobin of 90 per cent 
with 4,300,000 red cells The achylia is still present 



ACOUSTIC NEUROMA 

R. W age twenty j-cars was referred by Dr W F Hew itt with the fol 
loiring history 

Eighteen \'ear8 ago he fell since which time he has had a left con\TrgeDt 
strabiamas. One year ago had a senes of bolls and carbuncles Ten months 
ago began to stagger Tended to go toward the left Friends thought him 
drnnL Noticed that his left leg doubled under him Six months ago had a 
spinal puncture following which he had a sewre headache for eight days 
About this time could not walk alone. Rxico^'ercd somewhat and is now able 
to walk alone but with a wide base and with a tendency to fall to the left 
He has been \’ery sleepy for tAw or three months About one month ago 
noted rapid reduction in hearing on left For the past two weeks has had 
difficulty in making out objects Persons coming up on the left are not 
appreciated so he states His left arm has been unsteady Has a tired sensa 
twn between the hip and nipple area on the lefc For a short time he has had 
•ome slight difficulty in dosing his left eye. There have been no convulsions 
There bay^ been attacks when everything would go black before him 
Examination this morning shows the following important findings 
Papfla react to light and to accommodation are regular and cquak 
^0 groas defect m the visual fields found Nystagmus is present v.nth the 
rapid component to the right and the slower larger component to the left 
]^ion 20/50 in both eyes There Is a bilateral papilledema of 2 diopters, 
corneal reflex is definitely reduced on the left An old external rectus 
paresis h found on the left. Heanng in the left ear is greatly reduced The 
ra^ade* of the left face are paretic. The action of the left palate is reduced 
abdominal patellar plantar Achilles reflexes arc normal TTiere is 
atana dysmetrla and hypotonia of the left arm and left leg os noted m 
the finger tu-nose finger to-finger heel to knee heel to-shin and toe-to-fioger 
The Romberg is jxjsitive with falling toward the left and backward 
No sensory changes are noted 

The blood-count is normal the spinal fluid under much increase of 
pressure bat showing no abnormal findings The urine shoui a trace of 
^Ibutmn and a trace of sugar A stereo plate of the skull is negative 

Discussion — ^Now what do all these findings mean and how 
shall we mterpret them? The nystagmus is quite characteristic 
of cerebellar involvement It is suggestive of a left cerebellar 
*n\’ol\ement The bilateral papilledema means but one thing— 
increased intracramal pressure especially in the absence of renal 
changes and hypertension which sometimes confuse "WTiat of 
443 
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the comeal reflex? This means involvement of the fifth cranial 
nerve What does the paresis of the external rectus mean? 
Nothing so far as the present condition is concerned This is an 
old trouble The paresis of the muscles of the face with difficulty 
in closing the eye means a rather extensive mvolvement of the 
seventh nerve on the left The loss of hearmg of course means 
that the eighth nerve is involved What do the ataxia and 
dysmetria and hj^otonia of the left arm and leg mean? Further 
mvolvement of the cerebellum or its important connections The 
Romberg with faUmg toward the left and espeaaUy backward 
means the same thmg The patient compensates for many of his 
findmgs by waUang with a wide base When he is suddenly 
pushed backward he falls If pushed to the left he falls also 
When asked to stand with eyes closed he falls immediately back- 
ward and to the left 

Interpretation — With headache, papiUedema, and a pro- 
gressive increase m the symptoms and signs the most hkely diag- 
nosis IS that of brain tumor Where is this tumor and what is it? 
Our findmgs pomt to one spot — the cerebeUopontme angle 
Why? Because it is at this point that the eighth nerve, the 
seventh nerve, and the cerebellum are in intimate contact At 
this pomt, also, aU of the findings above recorded may be ac- 
counted for The reduction in the comeal reflex on the left only 
confirms our impression of such a location Now what is the most 
common lesion m this location? A neoplasm arismg from the 
acoustic nerve Through growth and compression a tumor of 
this nerve injures the seventh or facial nerve and irntates or 
injures the cerebellum Ordmanly m such a tumor m this loca- 
tion we find an mcrease in the cell-count and m the protein of the 
spinal fluid We do not m this case Again, it is not a wise plan 
to puncture the spinal canal of patients showing these findmgs 
We did so here because of a previous suggestive spinal Wasser- 
mann and a history m the family pointing to lues as a possible 
etiologic factor The puncture was done with the patient m bed, 
head doum and feet up 

Subsequent History — This patient was operated upon by 
Dr Peraval Bailey and a primary acoustic tumor removed 
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DERMATOLOGIC CLINIC 

LEIOMYOMA CDTIS 

This roan, aged sixtj fivej ears, foreign bom has a cutaneous 
disorder of the back, just below and lateral to the nght scapula, 
of indefinite duration He is referred to this clmic from one of the 
surgical wards where he is under treatment for a surgical condi 
don He has made no complamt about the skin disorder, it 
merely bcmg discovered dunng the routine phj’sical exammation 
E^nmmation reveals a hand-sized area composed of discrete 
brownish red, firm, oval nodules, which vary in size from that of 
u match head to that of a coffee bean most of them being of the 
^tter size There are several dozen of these nodules in the group, 
nnd they are elevated from 1 to 3 mm above the surroundmg 
*^n Apparently there are subjective symptoms present in the 
patch, in that on manipulation of the lesions the patient ennges 
and tiles to draw away from the examining hand 

Leiomyoma is the name given to the tumors which are com 
Puaed solely of smooth muscle fibers, one of the rarest of the 
uutaneous tumors Chmcally, its characteristics are so uniform 
flat usually It ran be recognized at a glance, although one of the 
nodules should always be exased for histologic exammation bv 
of removing all doubt as to the diagnosis There arc onK 
about 50 cases of this disorder on record and these were recenth 
sununanzed by Dr Ormsby (see Archives of Dermatology and 
philology, 1925, -a, 466) Wilhm the last fiv e y cars there have 
3 such case^ presented before the Chicago Dermatological 
atety and none pnor to that date 

■uj 
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The lesions of leiomyoma cutis occur in hand-sized or smaller 
patches, chiefly on the face, trunk, and upper extremities There 
IS usually but one area of mvolvement Subjective symptoms 
may be absent or the lesions may be sensitive to pressure and 
changes in atmospheric temperature Not uncommonly there are 
paroxysms of pam m the area A patch is made up of numerous 
discrete lesions, these sometimes bemg so closely set as to form 
plaques The individual nodules average the size of a split pea 
and are usually oval, although some of them are round The oval 
ones for the most part have their long axes approximately parallel 
to each other The lesions may be duU red, yellovpish red, reddish 
brown, or with a blmsh tinge 

Leiomyoma cutis is of unknown etiology It occurs more 
commonly m the male and is essentially a disorder of adult hfe 
Half of the reported cases have begun before the twentieth year, 
however Histologically one sees a tumor mass occup5ring the 
greater portion of the corium This mass is composed of bundles 
of smooth muscle-fibers which course m all directions, some of 
them bemg cut longitudinally and some transversely or obliquely 
The amount of fibrous tissue around these bundles is vanable but 
m some mstances this fibrous element is so markedly increased 
that It is necessary from a histologic standpomt to consider the 
tumors fibroleiomyomata mstead of pure leiomyomata Cutane- 
ous smooth muscle tumors usually ongmate from the arrectores 
pilorum, but sometimes from the musculans of the blood-vessels 

Leiomyoma cutis may resemble synngo cystoma chmcally, 
but m the latter disorder the lesions are symmetncaUy disposed 
and the nodules are soft In such and all other instances the 
diagnosis is immediately settled histologically There is no verj 
satisfactory treatment for leiomyoma cutis, although often it is 
practicable, espeaaUy m the mstance of a small patch, to remove 
it surgically Freezmg with carbon dioxid snow removed some of 
the lesions m the cases treated by Dr Ormsby and reheved the 
pain m all Roentgen therapy seems to be of httle, if any, service 
in the management of this disorder 
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nXED EXANTHEM (PHENOLPHTHALEIN ERUPTION) 

This woman, aged thirty-su \cars, has a recurrent eruptnn 
of the flexor surface of the forearms, nght buttock, and medial 
surface of the thighs It was first noticed about a year ag i an i 
since that tune she has had about a dozen attacks each las 
from two to seven dajs The present attack is of one dav 
durabon She states that the lesions alwajs recur m exacQv 
the same spots, as red, sbghtl> itching areas, and that after 
the redness has disappeared, there remains a brownish discolor 
abon which persists unbl the begmmng of the next attack She 
took two tablets called ‘'Nature’s Remedy” the night before the 
present lesions were noticed 

This form of dermaltUs medicamentosa is usually spoken of as 
the “fixed exanthem” or “fixed erupbon ” It is usually produced 
hy the ingestion of phenolphthalem, a common mgredient of pro 
pnetary laxabves The erupbon appears withm a few hours after 
the taking of such a loxatb e in any individual who is properly 
sensitized to that drug Usuallj from the history of the case, it 
ean be determined that phenolphthalem is the cause Occasion 
®hy It IS necessary to prove that this drug is or is not responsible 
for the eruption bv admuustermg it to the pabent while he is m 
the quiescent stage The same type of erupbon sometimes is pro 
duced by the ingesbon of anbpyrm or arsphenamin, and more 
rarely by certain other drugs 

Acbve lesions occur as round, com-sized or larger, bnght red 
to bluish red macules, each sharply demarcated from the sur 
funding Bkm There are usually rather mdd itchmg and bum 
sensahons m these lesions The red macules appear a few 
hours after the mgesbon of the drug Withm three or four da> s 
the redness disappears and is replaced by a hght or dark brown 
Macule of exactly the same shape and size This brown macule 
^tsists until the bme the drug is next taken, at which tune it 
hecomes an erythematous macule agam This is the most com 
^n erupbon due to the mgesbon of phenolphthalem, although 
this drug IS sometimes responsible for a vesicular and crusbng 
'rinabtis with superficial ulcerabon of the lips, mouth, and 

genitaha 
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An individual so afflicted should simply be mstnicted to a 
propnetary laxatives and cathartics, and m case such an age 
necessary, to use a preparation known to contam none of 
drug 

PSEUDOPELLAGRA. 

A negress, aged thirty-two years, bom and raised m Chic 
complains of loss of weight, increasing weakness, diarr 
nervousness, sore tongue and mouth, and inflammation of 
skin of the back of the hands and distal third of 
forearms, mcludmg the flexor surface of the wnsts, of appr 
mately two weeks’ duration Upon questionmg her furthei 
learn that she has been eatmg practically nothing for about 
weeks, but that durmg this tune has consumed from a pm 
more than a quart of “moonshine” daily, liquor which she bou 
for 60 cents per quart Her personal, past, and family histones 
without noteworthy features 

Exammation reveals an emaciated woman, so weak that 
can scarcely nse alone from the wheelcart Her speech is rat 
incoherent and there is tremor m her hands Her tongue has 
appearance of “raw beefsteak ” There is an erythemat^ 
scahng and crustmg dermatitis, moderately mfiltrated £ 
sharply demarcated, of the back of the hands and distal third 
the forearms The pahns are imaffected, but a “gauntlet” 
formed about the forearms 

In the past few years cases of this type have been seen 
mcreasing frequency here at the Cook County Hospital Tt 
present all of the classical features of tme pellagra, but becai 
of the mvanable history of long-contmued drinkmg of alcoho 
preparations, practicall} to the exclusion of aU other nounshmei 
the condition has been termed alcohohc pellagra or pscni 
pellagra These cases run essentially the same course as tr 
pellagra and chnically cannot be differentiated from it The 
are probably a dozen or more of these patients admitted to tl 
institution annually The disease is seen in all grades of sevent 
sometimes merely a sharply demarcated, erythematous or buUo 
dermatitis bemg present on the back of the hands, assoaated wi 
diarrhea and a mildly inflammatory tongue and mouth lining, ' 
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there maj be a more extensive pellagrous cutaneous eruption 
nssoaated tnlh sex ere diarrhea, marked ulceratne changes m 
the mouth and alarming degrees of emaaation, weakness, and 
dehnum Inadcntall}, jou all remember the ‘three D’s” as 
among the cardinal symptoms of pellagra, namely, dermatitis, 
diarrhea, and dehnum It is hardl} expedient at this time to 
detad the extensn e neurologic and other s3Tnptom3 which ma> be 
present in pseudopellagra, as the) are identical with those pren 
ouslv discussed under pellagra 

Concerning treatment, it ma) be said that the patients who 
enter the hospital in a monbund state seldom recover Those 
who mil eat most or all of the food placed before them mvanabl) 
get n ell We har e had greatest success with the diet composed of 
ted meats, green vegetables, butter, milk and cream, three ) east 
cakes daily, and the juice of atrous fnuts It is remarkable the 
lapidit) with u hich these patients recov er, usually almost com 
pletcly regaining their strength and weight and losmg all of their 
svmntoms within two to four weeks A simple protective paste, 
such as the zme oxid ointment or Lassar’s paste, ordinarily is all 
IS necessary in the way of topical cutaneous preparations 
A well-diluted Dobell’s solution may be used to advantage as a 
uwuth Wash three or four times daily 


IMPETIGO CONTAGIOSA 

A man, aged thirty-four years, has an eruption of the 
“larded region of six days’ duration He beheves that it was 
wntracted m a barber shop, as it began the daj after he was 
^ ved bv a barber He states that this was the first tune 
nad been shav ed by anyone except himself for many months 
m are practically no subjective symptoms He has been using 
“uie proprietary remedies suggested by a druggist without un 

^ent, preparations which the druggist said were good for 
^ruer’s itch ” 

aud'l^" c^ununation you will see numerous, fingernail sized 
serous-crusted plaques of the bearded portion of the 
u and cheeks, many of these crusts havmg a “stuck-on” 

VOU 13— 
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appearance Some of the lesions are discoid and others are 
arcmate 

Impetigo contagiosa is a disorder essentially of children, and 
if one child of a family has it, usually several or all are affected 
It is not a contagious disorder, as the name imphes, but it is 
highly mfectious The lesions occur for the most part on the 
exposed surfaces of the body, notably the face and hands They 
usually exist as finger-nail sized and larger, serous-crusted areas, 
ciranate lesions being unusual The crust usually is definitely 
larger than the underlymg inflamed area, that is, it overlaps the 
true lesion 

In mfants this eruption is not uncommonly a bullous one and 
IS, therefore, properly spoken of as hdlous tmpehgo and improp- 
erly referred to as “pemphigus neonatorum ” The latter name 
IS to be condemned, m that the disorder is m no way to be con- 
sidered a form of pemphigus Bullous impetigo not uncommonly 
termmates fatally 

When impetigo occurs m adults, it is usually m the male and 
practically always the result of barber-shop transrmssion WTien 
present in women it is usually contracted from children If 
untreated, or nustreated, it tends to spread rapidly It is prob- 
ably never with senous consequences m adults 

A man so aflhcted is usually told b}’- the barber and by his 
fnends that he has “barber’s itch ” This, of course, is incorrect, 
true barber’s itch, more properly referred to as rmgworm of the 
beard or hyphogenoiis sycosts, bemg one of the rare cutaneous 
disorders In rmgworm of the beard itching is a prominent 
symptom and the rmgworm fungi can be readily demonstrated 
m the hairs and scales in KOH and NaOH fresh preparations 
It should be mentioned that impetigo is not to be confused with 
the recurrent extralabial form of herpes, that is, herpes simplex 
In the latter disorder there is usually a history of “cold-sores” 
being present foUowmg exposure to sun and wind or at the time 
of ordmary colds or any illness which might be responsible for 
fever Herpes simplex occurs as one or more spht-pea sized or 
larger groups of vesicles, which may or may not tend to rupture 
spontaneously Vesicles are practically never demonstrable in 
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impetigo, the lesion in the latter disorder bemg a weeping area 
or crust almost from the time of its inception 

Impetigo contagiosa is due to bacteria, streptococu chiefly, 
which presumably are present to some extent ncrmollv on 
the sbn of all of us Th^ gam access into the ship at the 
site of an abrasion, such as might occur from a scratch, a 
tut, or picking the face with dirt} finger nails, or the disorder 
may occur sccondanlj to a “running'’ nose or car It spreads 
mpidly, sereral or many lesions bemg present widun a few days 
after the disorder is contracted It maj be transmitted from one 
mdiindual to another from the use of a common towel or wash- 
doth and by all forms of intimate contact 

The mercury group, properlj employed, is the treatment of 
thoice In cases of impetigo The patient should be instructed to 
^the the parts morning and evening for about ten minutes with 
a warm solution of mercury bichlond, this varymg from 1 2000 
to I 5000 in strength Followmg the bathmg m the mommg he 
should apply a calomel dustmg powder of about 12 per cent, 
strength, this to be left on dunng the day The formula for such 
® powder would be Mild chlond of mercury, 4 grams, bone 
sold, 4 grams, and equal parts of starch and talc to make 30 
Following the bathmg at mght, an ointment contammg 
from 3 to 6 per cent of white preapitate should be used, this to be 
oft on over mght In case the mflammatory element is particu 
h marked, which is not usuallj the case, it is best to combme 
*he white preapitate with a naftalan ointment of 10 per cent 
strength The formula for such an omtment would be Amraoni 
ntod mercury, 1 gram, naftalan, 3 grams, starch and sme owd, 
oach 8 grams, and petrolatum suflSaent to moke 30 grams 

In that there is perhaps one mdivndual m a thousand who is 
oypersensitiv e to mercury preparations, m his particular mstance 
** necessary to stop the mercurial preparations and to use such 
j I’^ontment as potassium permanganate bathmg of the parts 
° rather mild sulphur preparations 

The above measures will manage practically any case o 
'“Pchgo withm five to ten days it rarely bemg necessary for the 
"’wrdual to make a second vusit 
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MOLLUSCUM CONTAGIOSUM 

A girl, aged seven years, complains of an eruption of the 
face, trunk, and extremities of about six weeks’ duration The 
mother states that the lesions look somewhat hke warts to her 
and that they are mcreasmg in size and number rather rapidly 
The first lesion was noticed on the left cheek and this was picked 
by the patient to the extent of makmg it bleed This particular 
lesion has disappeared, but it is the mother’s impression that 
no others have done so There are no subjective symptoms 

MoUuscum contagiosum is seen chiefly m children It may be 
spread from one child to another by intimate contact Although 
not a contagious disorder, it is defimtely infectious The orgamsm 
responsible for it has not been isolated, but it is presumed to be 
a filtrable xnrus 

The lesions vary m number from one or two +0 a himdred or 
more and are pinhead- to match-head sized or larger, waxy- 
lookmg, firm, flat, round nodules In the center of each lesion 
is a small depression which grossly appears to be filled with a 
lusterless d6bns This central portion sometimes presents the 
appearance of the surface of a small wart of the ordmary type and 
usually It can be easily expressed 

The disorder is so charactenstic dmicaUy that histologic 
exanunation is not necessary However, the microscopic picture 
IS a constant one and entirely different from that of all other epi- 
thelial tumors 

The lesions are best treated by transfixing their bases with a 
flat surgical needle This causes shght hemorrhage m the lesions 
and IS sufiSaent reaction to brmg about their disappearance 
withm a week or ten days No scarrmg results from this method 
of treatment, its only drawback bemg that it is somewhat painful 

BLASTOMYCOSIS 

This man, aged thirty-seven years, a stockyard worker, has 
an eruption of the face of three months’ duration He states 
that the lesions began as pimples which became warty and 
gradually enlarged to their present size There are no subjective 
symptoms 
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Upon exnrmnation arc seen a half-dollar sized crusted plaque 
on the front of the nght check, its margin of somen hat \ errucous 
appearance and bluish red, and a similar but smaller lesion of the 
nght temple and one of the side of the nght cheek The border 
of the lesions slopes abruptly and there is election of about three 
eighths of an inch m each On the borders are seen an occasional 
pmhead-sizcd or smaller pustule, lesions spoken of as miharj 
abscesses Under the microscope }ou inll sec budding j easts, 
blastomycetcs, m a 20 per cent sodium hjdrovid preparation 
from one of these minute abscesses 


Blastom) cosis is seen mth frequency in the Chicago area and 
a large proportion of these cases first present themscli es here at 
the Cook Countj Hospital It is a chronic mflammatorv disease 
produced bi an ) east, the blastomj ccs 

The majontj of the cases are purelj cutaneous ones, but m 


rare instances the disorder becomes systemic Usuallj there are 
hut two or three skin lesions present, although there may be a 
tottple of dozen or more The lesions begm as bluish-red 
papulopustules, usuallj on the face, which slowly grow to attam 
the size of a cbm or larger Well-de\ eloped lesions exist as blmsh- 
red, papillomatous, flat nodules, well eleimted from the surround- 
Jugskin, the center of each of which is a superfinal crusted ulcer 
e base of this ulcer is usually aboye the le\ el of the surrounding 
sorinal skm The lesion is usuallj wnth an elevation of about 
I to } inch jjj margin is steep and stippled with minute 
“hiarj abscesses ” It is from these abscesses that the yeast 
r^poEsible for the disorder can be readilj demonstrated 

n cases of systemic infection from this organism the cutaneous 
^uns usually have entirely different clmical charactenstics from 
^^sions of external origin In the systemic cases there occur 
of cutaneous and subcutaneous nodules and abscesses, 
tut 1 ^on’s egg sized or larger, assoaated with consti- 
hn^ symptoms These nodules often soften, fluctuate, and 
soft k formmg large, irregular, crusted ulcers with a 

granulating floor 

practically no tendencj toward spontaneous cure m 
ooij COSIS, but the disorder respionds rapidly to the proper 
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therapy, healing with a coarse, pinkish or whitish scar Spon- 
taneous healing does often occur, however, in the center of large 
lesions, the penphery remaining active 

The blastomyces is readily demonstrated m potassium or 
sodium hydroxid preparations of the pus and slowly demonstrated 
by culture or the findmg of it m histologic sections The glairy, 
shghtly turbid, mucus-hke content of the mihary pustules on the 
slopmg border of the cutaneous lesions contains the orgamsms 
m abimdance In fresh preparations they exist as doubly 
contoured, highly retractile, round or buddmg bodies with a 
shghtly granular cytoplasm They are usually about 20 microns 
m greatest dimension A positive diagnosis cannot be made 
from the presence of roimd forms alone, it being necessary' to 
demonstrate bottle-shaped or other buddmg forms before such a 
diagnosis can be made This yeast grows on practically all ordi- 
nary media at room temperature, the colonies being definite 
withm less than a week’s time 

Blastomycosis, histologically, may assume much the same 
appearance as tuberculosis verrucosa cubs or, in rare mstances, 
squamous-cell epithehoma Ordmardy, however, there is no 
doubt concenung the histologic picture, even in the absence of 
demonstrable organisms m the section 

Chnicahy, blastomycosis is most hkely to be confused with a 
granuloma produced by the mgestion of bromid, squamous-ceU 
epithehoma, and tuberculosis verrucosa cutis A positive diag- 
nosis rests upon the demonstration of the blastomyces, usually a 
very simple matter and one requiring but a few minutes’ tune 
With mabihty to demonstrate the organisms one should immedi- 
ately suspect bromoderma and inquire of the patient as to long- 
contmued takmg of sedatives, nerv’-e tomes, etc It may be 
necessar}'' to perform a biopsy by way of differentiation of this 
disorder from the squamous- or pnckle-ceUed cutaneous cancer, 
but this would be an extremely exceptional instance 

In all except the advanced systemic cases the disorder 
responds rapidl}"- to potassium lodid taken m mcreasmg dosage 
up to as much as 150 to 300 drops of a saturated solution 
daily The treatment should be reinforced by the intrave- 
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noub injecUon of arsphcnamm and the use of a 3 to S per cent 
ammomated mercurj ointment and proper Roentgen raj expos 
uies locallj 


PSORIASIS (LIMITED TO THE HAILS AKD SCALP) 


A man, aged fortj six i cars, complains of a disorder of the 
finger nails of about ten i ears’ duration He states that the con- 
dition gets better and ivorse, but that he belic\ cs he has nev er been 
entirelj free from it since the onset The nails are aluaj's at their 
ivorst m cold weather He stales that he has had no skin disorder, 
but upon further questionmg admits that he is troubled with con- 
sdcnible dandruff like scahng of the scalp, particularly in wmter 
He has had no Alnesses of anj consequence and his familj history 
IS essentiallj negatis c, aside from the fact that one of his brothers 
has a scalmg eruption of the scalp, trunk, and extremipes of many 
3 ears’ duration 


Hpoa examination there arc seen numerous punctate dc 
pwssions of the surface of the finger nails, and these naAs are 
vdlowish and thickened at their free margms, espeaaAj at the 
Wmers This jeAowish undcrmmmg process mvohes approxi- 
the distal third of each nail The toe nads are grosslj 
"“nnal, except for this same type of undemumng and thickenmg 
Hi 2 distal half of each great toe-nail There are a half dozen or 
com sized patches of dense scahng in the scalp WTien the 
cs are removed there is exposed a sharply demarcated, mfA- 
cd, drv, reddish plaque Upon curettmg off the scales an 
^c^oaal nimute bleedmg pomt is seen He has a good head of 
I and there is no evidence of other cutaneous disease 
ot nails, weA illustrated m this case, ustiallj is 

clmractensPc clmical appearance The surface of some or 
e naAs, particularlj those of the fingers, is stippled with 
^ ^ or three to twenty or more punctate depressions which 
more or less the appearance of the surface of a thimble 
also affects the naAs as an undermmmg and thickenmg, 
Center f comers distallj and progressing toward the 

bed° ) backward, thus loosemng the nail from 

“ ts distal portion and giving it a “douded amber” or 
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even “worm-eaten” appearance The pittmg type of involve- 
ment or the undermmmg t5^e may occur separately or, as m 
this case, they may occur together Probably m less than one- 
fourth of the cases of psoriasis is there nail involvement and, 
when present, it is usually assoaated with rather marked cuta- 
neous manifestations of the disease 

The favonte sites of psonasis are the scalp, elbows, knees, 
and extensor surfaces in general It rarely affects the exposed 
surfaces, such as the face, neck, and hands, and never the mucous 
membranes Psonasis is charactenzed by well-infiltrated papules 
and plaques, which may be punctate, guttate, nummular, or of 
large plaque type Annular lesions and serpiginous eruptions 
are not imcommon Upon undergomg mvolution the lesions 
tend to clear pnmanly from their centers The scale of psonasis 
is a silvery white or “mother of pearl” colored, imbncated one 
which is laid down m layers, more or less like the shingles on a 
roof The lesions usually are wthout subjective symptoms 
Psonasis does not cause alopecia Individuals with psonasis 
usually have a subnormal blood-pressure 

The cause of psoriasis is unknown, although there are ihany 
theones concemmg its etiology There is some evidence for the 
behef that it is the result of disturbance of balance of the nitrogen 
metabolism and there is also fairly sound e^^dence m support 
of the theory that it is of mfectious origin Its occurrence m 
more than one generation of a family or in more than one mem- 
ber of the same generation is so common that it seems possible 
that this IS more than comadental, in other words, that possibly 
there are hereditary factors It is one of the most common 
of skin disorders By far the majonty of the cases are worse 
in cold weather 

So far as the differential diagnosis of this particular case is 
concerned, the scalp lesions need only be differentiated from 
seborrheic dermatitis In the latter disorder the scales are 
yellowish and greasy and the lesions are not so sharply defined 
Upon removing the scales in seborrheic dermatitis a moist sur- 
face 1“^ exposed Upon remo^^ng the lowermost scales in a 
lesion of psonasis there appear minute bleeding points In 
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stborrhcic dcnnalius usualK there is periodic itching Psoriasis 
of the nails is most Idelj to be confused Mith nngMorm of the 
nails. The latter disorder begins at the distal end of the nail, 
usually undermining it in much the same tvay as mat psonasis, 
•hus going the nail a similar appearance to that of the under 
uuMg tJTe of psoriasis Scrapings of the under surface of the 
n show nngworm fungi in potassium or sodium hj drood fresh 
Pi^arations if nngworm is present In the absence of such 
n ngs one maj be qmte sure that he is dealing inth psonasis, 
^nn m the absence of the pitting Utic of inioUement Anv 
soch^^'^ causes inflammation about the base of the nail, 
us eczema or paronj chia, produces dj strophic changes m 
s ^hT'^ sstich begin at the proximal end In the instance of 
disorder which may affect either the distal 
^ P^®*itaal end of the nail prunarilj 
of a IS best treated by nightly appbcaUons 

u 3 per cent white prcapitatc ointment To this might well 
2 or 3 per cent of salicylic aad Psonasis of 
responds best to borax bathing followed by nightly 
rations of a 3 to 10 per cent sahcvbc acid ointment. The 
s uld be kept closely filed Arsenic mtemaUv is of defi- 
sornce m these chronic cases You arc all aware of the 


ot prolonged arsenic taking and it need, therefore,scarcely 
^ ontioned that an mdnudual taking it should do so only 
path observation of his phy siaan The nail cases are 

y resistant to treatment and respond rapidly only to 
Puatnf^ a^posures It should be remembered that i-ray 
should be given vnth great caution and only by one 
'tu la the use ef * s • t ..1 


for j Ihu use of this agent m the treatment of skm diseases 
oijj. ^*^us apparent, this form of therapy should be resorted to 
a last measure. 


^ PHTRIASIS ROSEA 

'^tbel Woman, a blonde, complains ot a breaking out 

thighs of two days' duration She states 
Sht p faelmg well and that there arc no suhjccUv e sy mptoms 
no previous skin disease aside from an occa.sional 
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pimple of the face and shoulders, a condition which is usually 
present only at the tune of her menstrual periods 

Upon examination there are seen numerous maculopapules, 
both round and oval, of all surfaces of the trunk, and of the 
thighs and arms By far the largest lesion is this sdver-doUar 
sized one over the left scapula The others average the size of 
finger-nails There is no superfiaal lymphadenopathy and the 
mouth IS of normal appearance 

Pitynasis rosea usually begms with a lesion called the 
“mother patch” or “herald patch,” this lesion bemg the largest 
and most highly colored one present and precedmg the more 
extensive eruption by four to ten days This herald patch is 
demonstrable m about 75 per cent of the cases and is often so 
situated that it is overlooked by the patient Probably its most 
common site is the side of the trunk The subsequent outbreak 
IS characterized by lesions such as you see here, round and oval 
macules and maculopapules, with scahng, clearmg, and shghtly 
depressed chamois-colored centers The border of each is more 
distmctly red and shghtly elevated, givmg the lesions somewhat 
of an annular appearance An outstanding characteristic of 
this eruption is the fact that the oval lesions are all so directed 
that their long axes are parallel to the hnes of cleavage of the 
skin 

Ordmanly there are no prodromata, but m some mstances 
there are mild fever, headache, malaise, and other general 
symptoms The disorder seldom extends above the coUar hne 
or below the elbows or knees In the beginnmg there may be 
assoaated a mild superfiaal lymphadenopath}’- Pitynasis rosea 
runs its course, as a rule, m from three to eight weeks, and there 
are no sequelae There are but a few mstances on record of 
recurrence, which leads us to beheve that it must be of mfectious 
ongm and capable of estabhshmg an immumty 

The cause of pitjnaasis rosea is not known, but it presumably 
IS, as stated, of mfectious ongm It occurs chiefly m the spnng 
and fall, and, though not a common disorder, is sometimes seen 
m almost epidemic proportions It is probably more common in 
women than m men and most of the cases occur m the spnng 
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and fall Blondes are more commonlj affected than others, and 
It 13 essentially a disorder of adults under middle life 

Pitj-nasis rosea is most likely to be confused mth the maculo- 
papular eruption of secondary syphihs, seborrheic dermatitis, 
psonasis, drug eruptions, and nngworm In the mstancc of 
sccondaiy svphihs the concomitant symptoms of that disorder 
may be e-rpected to be present at least in part Although the 
lesions of seborrheic dermatitis of the body may closely simulate 
m appearance those of pitynasis rosea, m the former disorder 
the sites of predilection are a V of the chest in front and be- 
hind, associated with grcasi scahng of the scalp, ey ebrows, and 
cars Itching, usually absent m pitynasis rosea, sometimes is a 
distressing symptom m seborrheic dermatitis Drug eruptions 
usually can be ruled out by history takmg, and the lesions of 
psonasis, when small, practically never have clearmg centers, 
hut a sdvery imbncated scale, m contrast to the furfuraceous 
one of pitynasis rosea In nngworm the fungi can be demon- 
strated readily in the scales 

Treatment is hardly necessary m pitynasis rosea, although a 
nuld keratolytic omtment seems to hasten its course Such an 
ointment might contam 1 per cent of sahcyhc aad and 2 per 
OML of sulphur put up m equal parts of cold cream and vaselm 
this to he apphed each mght upon retiring 
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DIAGNOSIS OF PEPTIC ULCER 

D a pnmous dime I illustratwl the (_s=cntials in the diag- 
“”35 ol tj-pical cases of peptic ulcer These essentials mi) be 
as {oUoa,-5 

1 Acaictul analjsis of the history, which disdoscs a stor> of 
a duirejj recurring rcgukrlj n half hour or longer after 
rdie\ed bj soft foods and alLalis Such discomfort 
*^^1 ^Itcr meals, but at intervals of three to 
® iiuii ®ndition repeats itself for a numlxir of > ears 

4 nun ^ 'pcnodiatj'” and “chroniat)” are applied to 

Mare of peptic ulcer 

Direct, such as persistent 
‘^Vret curvature, the so called “Haudek’s 

banum, defective duodenal cap or per- 

'^il^rwnstla'*^ V ^ duodenum, (6) indirect, persistent spasm, 
j^J^^bhv-persecretion 

tenderness m the epigastrium, m the 
Dus a 2 to 4 cm to the right in duodenal 

''^’ntlij ° tenderness is best eliated bj gentle per- 

blood in stomach contents, 
? 1 bypcraadit>, but of equal impor 

^ ^ttbaadlt) Repeated positive tests 

Icnij, ^ 

diagnosis of ulcer indude the 
^ ^ result of the complications These 
hemorrhage, pjlonc stenosis, penc- 
blcer with caranomatous changes, 
^-Mbphremc abscess 
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In pnvate practice you may encounter many vanations of 
peptic ulcer syndrome which trouble not only the beginner but 
the most experienced 

Case L — The first case '^\hich 1 will relate to you is a woman aged thirty- 
six years, who complained of epigastric discomfort, and occasional attacks of 
pain in the nght upper quadrant The relation of pain to food was not defi- 
nite The patient described the sensation as one of fulness and heaviness 
Sodium bicarbonate ga\'e relief of these symptoms She was rather exatable 
and inclmed to exaggerate her discomfort Ewald test-meal — ^Free acid 20, 
total 45, blood J — J- Feces — ^blood -1--1- + -}- The first impression was 
that of a mild cholecystitis The Graham-Cole dye test was normal, and 
direct plates of the gall-bladder were negati\e Fluoroscopy and Roentgen 
plates (Fig 76) showed a distinct deformity of the duodenal cap This led to 



Fig 76 — Duodenal delect — mdicating ulcer 


a diagnosis of duodenal ulcer, despite the absence of a typical story A 
glance at Fig 76 mil emphasize that tjTncal w-ray evidence of ulcer must 
not be Ignored in the absence of tj-pical ulcer story 

Case n. — Another excellent illustration of this is the case of a >'Oung man 
aged tv.ent>-eight years, admitted to the service at Cook County Hospital 
In 1927 the patient complained of pain in the abdomen and back vhich vas 
so severe that he discontinued nork for a penod of a neek There vas no 
vomitmg during this penod, but nausea was present and the patient observed 
bloody stools He felt better after a week, and was advised to remain on a 
soft diet He has since complained of dull aching pain m the cpigastnum and 
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You may then ask cxyncemmg that group of patients who 
present symptoms of definite gastnc distress which may or may 
not be associated with hj^eraadity, and which show no a.-ray 
evidencej direct or mdirect How shall these be regarded? You 
wiU also recall that there are superficial acute ulcer, hemor- 
rhagic erosion, or multiple ulcers which may be symptomless, 
except for hemorrhage In general, I proceed to e limin ate all 
the known causes for h3rperacidity and its symptoms which may 
simulate ulcer Some of these causes are chrome cholecystitis, 
simple constipation, chronic appendiatis, colitis, visceroptosis, 
gastnc neurosis, mapient pulmonary tuberculosis 

Chrome Cholecystitis — ^The history may be identical with 
that of duodenal or peptic ulcer The occurrence in the female 
should favor the diagnosis of cholecystitis Respiratory em- 
barrassment, vanously desenbed, should favor gall-bladder 
disease Belching, while present in both conditions, is more com- 
mon in my expenence m patients with gall-bladder disease It 
must be remembered that severe attacks of epigastnc discomfort 
occur m peptic ulcer, but these attacks are generally not as severe 
as those penodic attacks of pain occurnng m gall-bladder dis- 
ease The presence of fever, leukocytosis, tenderness m the 
region of the gall-bladder, or enlargement of the hver at the time 
of attacks favor cholecystitis In the chronic cases of chole- 
cystitis tenderness is present over the right lower costal cartilage, 
m contrast to pain and tenderness in the midepigastnum If a 
stor^’- of jaundice, or a positive van den Bergh test, or positive 
cholecystogram is obtamed, the diagnosis is not difficult Hyper- 
aadity may be present in acute cholecj'^stitis as m duodenal or 
peptic ulcer, but the presence of blood in the stomach contents 
and stools should favor the diagnosis of peptic ulcer It must be 
remembered, however, that a small percentage of gall-bladder 
cases do show blood in the stools and gastnc contents Finally, 
it must be remembered that chronic cholecystitis and duodenal 
ulcer may coexist 

Chrome Appendicitis — The term “chronic appendiatis” is 
subject to much abuse I use it to convey a condition m vhich 
there has been a definite story of an acute attack with pain. 
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localized tenderness, fe\cr, and subsequent re^<ner\ mth r^cur 
fence of mild or moderately se\erc attack -- ro'-ultms; li a chronic 
mflamed or adherent appendix This mas be miatid mth 
the ulcer syndrome and at tmies the (htteren i t 1 1 h uif&cult 
E-xploratorv operation mat reteal tlic trae nitu. ul the lesion 
Appendectom} results in a cure in this lorm In ontrast to 
this group of chronic appendiatis there is an 'ti ir aroupi named 
chrome appendicitis” which offers cten grea'er chfficulties 
Symptoms of appendicular cohe maj occur hut het are not pn 
"twit mflammatort in ongm The history often simulates a 
hue chrome inflammatory appendioDs, but the patients 
present symptoms and other factors which place them m 
hie group tve term “neurotic.” Thus they are easily exated, 
•how marked tasomotor instabihty, cofnplain of taned abdom 
uial distress, belching, pain in epigastmim and on the nght side, 
constipation, at tunes even mucous colitis Hyperaadity is 
^•wasted Roentgenograms often show a delay in die emptying 
hrae of the appendix These patients should not come to opera 
Experience I believe proses that they are not unproved 
operation but often contmue to complain They should be 
treated as I shall discuss in the next group 

Gastne Neurosis — This is a term which some of you may be 
~ailiar with as implying disturbances m motor and secretorv 
"actions, such as hypo and hyperaadity, pylorospasm aSro- 
Phagia^ buhinia WTule these conditions undoubtedly may occur, 

, ^ ®ce only of direct concern to the practiUoner masmuch as 
produce the discomfort expressed by the pahent as “stom 
trouble,” heart burn, chokmg or ‘lump m the throat after 
""tmg tunes the story may be typical of ulcer A proper 

nation of the history and physical findings should form the 
tor diagnosis In many instances the “fear** of ulcer is the 
of the ulcer syndrome A complete physical and roent 
^ao Ogle exammation yyill often convince the patient of his 
c It 13 not mfrequent to find patients with soaal dtffi 
domestic, sexual, or economic, who manifest gastric 
^toms not nnhke those of ulcer This is true not only of 
“pensary cases, but in hospital and private practice I know 
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of no scheme or system to enlighten you as to how to ehcit these 
important facts from the patient The psychiatrist or psycho- 
analyst IS often of great value The soaal servace worker wiU 
certamly be of great assistance However, of greatest importance 
is the physiaan himself The family physician as well as the 
speaalist should be able to “feel the family pulse ” The phys- 
ician who can become the family confidant or confessor will cer- 
tamly affect the “cure” of many mythical ulcers Gastric 
neuroses, hke many other neuroses, are soaal maladjustments 
The remedy may often he beyond the powers of the physiaan, 
but the co-operation of the patient is readily obtamed once 
the origm of the trouble is explamed Social agenaes and their 
workers are often used to great advantage 

Simple Habitual Constipation — I call your attention to this 
condition because of its frequency and the relative ease of recog- 
mtion Yet we often see many cases of constipation which are 
diagnosed as peptic ulcer Constipation often occurs m duo- 
denal ulcer It IS said by some to be an etiologic factor It may 
also result from the dietetic treatment of ulcer and finally it 
may appear as part of the picture of chrome cohtis Examination 
of the history of the habits of the patient and the number and 
character of the stools wfil serve to make the diagnosis of 
constipation 

Colitis — ^This apphes to those patients who present gastnc 
discomfort assoaated with attacks of abdommal pam, followed 
by diarrhea The diarrhea is tngger-hke m character It 
comes almost immediately after food mtake Subsequent to 
these attacks patients often develop penods of constipation at 
which time the penodic heart-bum after meals occurs Coarse 
foods — coarse vegetables, cabbage, celery, lettuce, spices, pickles 

^preapitate these attacks At tunes these patients may be 

cathartic addicts and present a storj’' of alternating penods 
of gastnc discomfort assoaated with cathartic abuse In many 
of these cases it is impossible to differentiate from the group 
which I have desenbed to you as the “neurogemc chronic 
appendiatis ” Atropm sulphate m moderate doses, followed by 
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a amooth diet, as recommended bj AKarez, is often aen cfTi 
caoons 

all these possibiliUes ui mind and as far as possible 
(lifted by clinical and labomtor^ methods, I think one can 
J assume that a diagnosis of peptic ulcer is most likely in 
p^nce of defimte penodic cpigastnc discomfort, assoaated 

Lo<^l>^cd tenderness, 
the ni 1 ’ ^ stomach contents and stools, complete 

absence of roentgenologic hndmgs docs not 
are b«t f ll'C diagnosis of ulcer Such patients 

stool f naanagement Repeated gastric and 

shodd confirm or dlspro^e the finding- Roent- 

under penods and the patient should 

^ These arc the 

« cases^of rV, ^ 0% to appear later 

^ Of chronic duodenal ulcer 
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®liRAI®>S DISEASE (VISCEROPTOSIS, ASTHENIC 
SABITDS) TREATED WITH INSULIN 
Fqj 

1*5 “Bsidcralion wc ha\c an umnamcd iTOman thirt\ 
\isccropl05is or Glinanl’s dibcasc 
*“ e^rcmc thinness and lassitude amounting 

Utljjj ^ Lad been forewoman in a bookbinders until 
^ dragging sensations in the abdomen and 
after eating 

foneml^'^ Lnoam what it is to be well \s long as she 
"*!*« Jlo r^f weak, and has suflcrcd from an 

lOBxj]. ncser gels enough rest She sleeps 
^Lista , on arising She is ncaer hungry 
iiaal,^ 5xpencnccd appetite The thought of breakfast 
1 tinip ** ^ eaten breal fast for j ears 

or the dinner hour maj find her ivith less aversion 


Seib oaouthfuls satisfy that Even her verj small 
of be! “stuffy" and uncomfortable She al» com 

Sonjjjy flatus She does not use laxativ cs Occa- 

"oy night troubles her She sleeps nine or ten hours 

^ cun f usually arises about 9 m the morning and 

^ tight ah At noon she has coffee and a sandwich 

b)U 5 j ^ ^ httle meat and vegetables She staj’s in 

hits short walks She does a few hght 

^ feet, 8 inches tall Six years ago she had reached 
^Sht of 99 pounds She now weighs 95 pounds 
, “O’- Attempts at forced feedmg have caused 
t'otniting lasting lor dajs Slight fever has been 
AOo 


lie 



470 


EUGENE E TRAUT 


noted at such times She is often weak and dizzy She famts 
She denies bemg “nervous ” Headaches or spots before the eyes 
were never noted Colds are an uncommon expenence with 
her They are never bronchial in type Cough, mght-sweats, 
and hemoptysis are all denied Her throat is never sore Pal- 
pitation occurs on shght exertion 

Menstruation did not start until fifteen years The penods 
have always been irregular She menstruates every second, 
third, or fourth month There are some cramps on the first day 
There had been no feedmg troubles m mfancy She left 
school upon graduatmg from eighth grade at fifteen years 
Of course she has been repeatedly exammed for signs of 
tuberculosis Tuberculosis has been the punishment promised 
her if she would not eat more Four years ago she was taken to 
a hospital for an appendectomy She was havmg an attack of 
“upset stomach ” She was sent home without any attempt at 
surgical treatment She was advised at one tune to have her 
“kidneys suspended ” 

Her parents are of moderate stature and are thm The 
three other children m the family are of normal proportions 
None of her relatives or her assoaates have had tuberculosis 
Here is a tall, thm young female, not apparently ill She 
IS a sallow brunette In spite of her spare figure, she is dis- 
tmctly not cachectic Her pulse is 92 , her temperature is 99° F 
Her systohc blood-pressure is 100, diastohc 70 

The eyes are deeply set, but not sunken The tongue is 
hghtly coated and dry No abnormal pigmentation is seen in 
the mouth or on the hps The tonsils are small and smooth 
Three teeth are capped The thyroid is small and easily pal- 
pable m her long, thm neck 

Her chest is long and narrow, a type called the paralytic or 
phthisical thorax The breasts are small and flat The scapula 
are “winged ” Clavicles, nbs, and all other skeletal parts are 
prominent Correspondmg with the thoraac contour the intra- 
costal angle is acute 

The heart borders are well within normal limits There are 
no murmurs or other abnormalities of the heart sounds 
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Expansion of the lungs is symmetncal and is of nonnal 
ainphtude There are no ahnormal areas of dulness, no adven- 
titious sounds are heard on repeated examination There is 
nowhere any prolongabon of either respiratory phase 

The hver extends 2 an below the nbs on deep mspimbon 
The spleen is easily palpable It does not seem to be enlarged 
Both kidneys descend very low on inspiration The hand can be 
inserted above the upper pole of the nght kidney and the organ 
held down through expirabon The whole colon is palpable and 
shghtl} tender The cecum feels “jmey ” 

The hands are long and ibm You see the bony structures 
pronunently m both upper and lower extremibes The fingers 
do not bemble M)mtonic contracbons of the arm muscles 
cannot be mduced by squeezmg them 

The uterus is rather smnll and mobile It has normal pro- 
porbons The ovanes are not felt 

The urme is clear Its specific graxntj ranges from 1 004 to 
1 020 Neither albummuna nor glycosuria has ever been de- 
tected 

The hemoglobm is 70 per cent She has 3,680,000 erythro 
•lytes They have the normal configurabon and color There 
Me 11,000 leukocytes The differenbal count mdicates nothmg 
abnormal m the proporbons of the various white cells 

Her stomach was emptv thirty five mmutes after eatmg a 
piece of toast and 400 c c of water Aspirabng twenty mmutes 
after such a meal returned 40 c c of stomach contents There 
"ns no free aad Repetibons of the Ewald breakfast have 
always shown an absence of free hydrochloric aad Aspirabon 
of a “motor meal” at the end of seven hours gave no residue 
The Wassermann test on the blood is negabve Her basal 
nietabohc rate was -f 4 per cent According to x ray films, 
four of her teeth had filled roots 

An X ray study of the chest showed no lung pathology The 
'loart IS “dropped” or that type frequently described m “neuro- 
arculatory asthema.” It hangs more perpendicularly than is 
^^Mial Under the fluoroscope the stomach seemed to be mark 
idly ptobc The lesser cun ature was below the umbilicus 
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Six Months After First Observation — ^After her first presenta- 
tion in this clinic hliss D was sent home with written instruc- 
tions for an imweighed diet affording about 3000 calones This 
included three meals and rmlk and cream between meals and on 
retinng For the last five months whole ovary has been mjected 
mtramuscularly twice weekly Menstruation now occurs every 
twenty-eight days She has taken 30 drops of dilute hydro- 
chloric aad before, durmg, and after meal time 

Two months of such a regime failed to increase the weight 
The fatigue was not reheved She was unable to eat the large 
amounts of food ivithout nausea or even vomitmg She meas- 



ured her temperature three times daily It did not rise above 
the normal readings Three months ago she was adrmtted to 
the hospital, practically m the same condition as when first 
seen Without clothes she weighed 93 pounds Her blood- 
pressure was 112/68 Her achlorhydna continued Her stools 
were always formed They reacted negatively to benzidm 
test for blood The urme showed no abnormahties In 10 c c 
of fastmg blood there were 10 mg of urea nitrogen, 3 4 mg of 
unc aad, 1 3 mg of aeatmm, 30 4 mg of non-protem nitrogen, 
104 mg of glucose, and 470 mg of sodium chlond Her carbon 
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ttti51on Was ( I 

®4tl»<nital, '’®‘umesptr cent llcrdaiK tcnipcrnturt 

® If lOj on to 98 6 " I- Her puhe \nncd from 

Tor ^ 

®*i before tni >n the hospital the program pur 

ejected eontinucrl "I hen 5 units of insulin 

icnuam?'' heforc each of the three meals Her 
gamed 2 noted her eating more tlinn c\ cr before 

'"J'etion asccrlamcrl that upon 

fjll from 'nsultn at 10 a m her blood sugar 

firo B-eej. *”2 at lunch time two hours later 

'be insuJu] iiKhn'''^'^''*^'”''^ stenlc water were substituted for 
‘bsappeart^^ patient's knowlciigc A]ipetitc immc- 


*° 'b Units "■arc rcsumcit, the dose being increased 

^ teieraj 'ncreasctl with Uic larger doses She 

tie in'f ^ fractions” before her meals, leading us to 
bear h.ft*^* * hclwccn injections and mealtime to one 
is, , this time learned to take her oivai insulin 

S'wlS of otarj' 

eomamed the most difhcult meal To increase 
to 1 '^'^oahfast the mommg dose of insulin was m- 
% ffi ?n lowered the blood sugar lea cl from 

. to 40 2 mg (7 30 a m) 


i_, '^''ance of the injection of whole oaary was followed 
fere^ ^^onorrhea lasting two months Injections of 
t en resumed and continued They base led to 


''Eularn, resumed and continued They base led to 

<Jraj( yj , tras again substituted for uisulm The dc 
On resufljj ^ ^'''ount eaten shows itself m the weight table 
befojj insulin the doses were incrcBEcd to 20 units 

fast, 15 umts before dinner, and IS units before 
As 

Eardaea''^f^^ todaj she is still thin, but has lost the hag- 
bas ]„ ° bbte first examination Her weight -without clothes 

931 1 ^^ dunng the hospital Bta> of forty-one dajs from 

lOfi of I^unds Her average pulse rate has decreased from 
a first Wrecks in the hospital to 70 The temperature 
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maiDtains a higher a^verage She is stronger and more active 
We have prescnbed a hberal amount of outdoor -wallang durmg 
her hospital stay A recent Ewald showed 10 pomts of free 
hydrochloric aad Acid by mouth was discontmued She is 
leavmg the hospital today, mstructed to eat the same large 
amounts of food served m the hospital and to inject msuhn on 
a schedule of 20—15—15 She is also mjecting whole ovary twice 
weekly 

Ten Months After the Fu-st Appearance m Cbmc Five 
Months After Dismissal from Hospital — In our efforts to m- 
crease her appetite the msuhn was advanced to 30-20-20 
Remember that she has no diabetes Startmg at 7 a m she 
took the doses one hour before meals Her only “reaction” 
has been hunger This has been least before breakfast Her 
breakfast frequently affords only 20 grams of glucose because 
she wiU not eat more The hydrochloric acid has been resumed, 
as a recent Ewald agam showed achlorhydna Smce taking 
msuhn there has been a qmte steady gam m weight from a low 
pomt of 93| to a maximum of 112^ pounds five months later 
Each mterruption of the msuhn therapy is marked by a plateau 
or a fall m the weight curve She refused last month to take any 
more msuhn Whole thyroid, 3 grams, was given by mouth 
for one month As antiapated, its only effect was the produc- 
tion of a shght tremor and tachycardia 

She IS stronger and has returned to work 

Insuhn has been used extensively, especially m Europe, to 
increase the weight of marantic children Accordmg to the 
hterature, under msuhn thm msane patients have made sub- 
stantial gams m weight Insuhn is bemg used to combat the 
anorexia of tuberculosis 

Its mode of action m fattemng the non-diabetic is not quite 
dear There is no evidence that patients with visceroptosis 
lack the abihty to make any amount of msuhn reqmred They 
do not show glycosuna nor a hyperglycemia on mgestion of 
large amounts of carbohydrates We propose that the mild 
hypoglycemia foUowmg mjection of msuhn provides an m- 
centive to eat and gives an appetite 
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Our rationale 1103 to engender an eating habit, to accustom 
the stomach to larger amounts of food, and thus to prowde an 
access of calongcmc material This excess would be stored os 
fat We has e only partlj succeeded Our patient has gamed 
weight and strength. Her sjTnptoms arc amchorated 
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MILDER TYPES OF CORORARY ACCIDENTS 

In 1912 Dr James B HemcL descnbed veiA clearlj the 
clinical features of sudden occlusion of the coronary artenes of 
the heart In 1918 he presented some of the electrocardiographic 
findings which are usually associated ivith these accidents 

In his original paper Dr Hcmclv dinded the cases of coronary 
acadents into four groups as far as outcome was concerned 
His classification at that time n-as as follows 

1 Cases of mstantaneous death 

2 Cases of death withm a few mmutes or a few hours after 
the obstruction 

3 Cases of sevent>, but where death is defined for seseral 
hours, days or months, or where recoieiy occurs 

4 A group that may be assumed to exist, embraong cases 
with mild symptoms, » e , a slight precordial pain, ordmanly 
aot recognized, due to on obstruction m the smallest branches 
of the artenes 

It IS this fourth group of cases of Dr Hemck’s which I 
am calhng the milder or subacute types of coronary accidents, 
snd about which I wish to say a few words and to present 
*eieral typical patients 

Clinical Features — The fundamental feature about the 
M ology of coronary acadents is the sudden pluggmg of one 
the coronaiy artenes either by a thrombus or an embolus 
a thrombus If one of the coronary vessels or its largei 
ohst ** occluded, we get the w cll known symptoms of acute 

lalls™'^^'”'' patient, as far as outcome is concerned, 

•ato one of the first three groups presented earher It is 
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natural to assume that if the smaller branches of the coronanes 
are obstructed the symptoms will be rmlder, m fact, some of the 
smallest twigs might be occluded and the accompanymg symp- 
toms so shght that the patient would not even consult a phys- 
ician These subacute cases occur in patients, usually males, 
past the rmddle span of hfe Especially common is the pres- 
ence of a vascular hypertension or the angina pectons of effort 
These mdmduals imtil their coronary accident may give a his- 
tory of apparent perfect health, but on examination there may 
be some evidence of generahzed artenosclerosis In many, 
however, the sclerosis may be purely a local process, involving 
only the coronary vessels These subacute or rmider attacks may 
occur m patients who have suffered a major attack and sur- 
vived, only to be remmded at a later date, by the symptoms of 
a subacute attack, that the disease is still present m their 
coronary vessels 

The subacute attack is usually ushered in by a sudden at- 
tack of precordial pam Sometimes the pam may be substernal, 
or epigastric, or run transversely across the chest and even 
radiate mto the neck or one or both arms If the patient has 
been a sufferer from angma pectons, he may state himself 
that this attack of pam is different from anything hke the 
pam he has suffered m the past He may locate the pam m a 
different part of the chest The pam, after it appears, usually 
lasts for a few hours, maybe a good part of a day, and m some 
cases for several days or more The usual rehef which the 
angma patient receives from mtroglycenn does not come The 
attacks may come on whde the patient is at rest, or when under 
emotional distress, or walking, but the three features which 
differentiate this coronary pam from the pam of angma of effort 
are the facts that its duration is much longer than the pain of 
angma pectons, it is not reheved by mtroglycenn, and that m 
many cases the patient recognizes the new type of pam, espe- 
aally as regards its location If the pam should come on while 
the patient is walkmg and rehef did not come when he stopped 
and rested a while, this would certainly be a new expenence for 
the old angmal sufferer and probably would be enough of a 
scare to make him consult his physician almost immediately 
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“U)EE tvtxs or 

, fillr be 

^ 'omitinR IS not t constant 

from suhacutc attacks usmIK tio 
_*'®'''i5stEiv; [lu{ these cases is not a\ ailabk, but 

ttrf inali uhi^h coronnrv tavig protiuccb 


fo (C . ■■ ttsualK ncacr reaches the Msccral 

ftatiae of ih f^^tieanhal faction nib nhich is a 
h(j(b j cases IS usualK absent to the 

i*^*^ “teten i* evadcnccs of a (ailing heart come 

b njc tts thej do in the graacr eases 

* ^ Or 2 dofffj^ ^ temperature is usualU present, 
ood of riormal V Icukocatosis in the 

■"• Potieat tnii i, ^ ts usualK present In some 

of cbo-, “‘^trie short of breath rather suddenh 
be lb usually present, in a fevr cases 

*5 f»r u . ^ svmpiom, » c, the coronaiy acadent 

Pbii cbeo**"' ,** ”’''oemcd The sudden appearance of 
should alwaas make one consider the 
lij ^ *rbaot](g ooadent, either acute or subacute Most 
!^SotoboJ continue about their avork and usuallj 

their ainess 

tisdnir ts a er> \ aluablc in these cases where a 

accidjjj. “cen taken before the onset of the subacute 
^^‘'"Ortetl T ^ traang taken after the acadent we 

®'^^ybtr)rr,i''^'^ ^ ThoQRS 

^ Any '’“sod, the Q R S waa es individually may be 

dh!^ “"P°rbmt feature is the sudden appearance 

°grain of findings suggestive of myocardial 
Qf t^ch did not exist in previous traongs The 
Of j ^ I'ardee wave pmcUcaUv establishes the di 
T^tion acadent. On account of the valuable 

0, ^ the ^ ^ Ihe electrocardiogram in coronary aca- 

^ af snain '^’^gcaphic method should be routine m 
for ^ f^titons, hypertension, and cardiac disease m 
1 conmi when a coronary attack mav come 

duL P'^^re presented by any of the cardio- 

^ acut^ suhacutc coronary attacks, 

® affairs, are not rare diseases In fact, they are 
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more common than one would suppose But one must keep the 
possibility m mmd if he is to diagnose it 

I shall now show two patients who present the chnical 
features of the milder types of coronary accidents 

Case L — The first patient is a white man, married, and sixty-four 3'ears 
old He weighs 220 pounds and is the director of a large organization He 
had pneumonia in childhood and his appendix \\ as removed some years ago , 
otherwise he has enjoyed good health all his life He has worked hard all 
his life His habits are good For the past year he has complained of epi- 
gastric pain on walkmg The pam is severe enough at times to make him 
stop walking and then he gets almost immediate relief The pam some- 
times appears ov'er the precordium and radiates into the neck and the left 
arm He is slightly short nmded on climbing steps The pain is sure to 
come on if he valks immediately after a heavy meal He has had no acute 
attacks of pam which lasted for some time in which it was necessary to call 
m a physician for aid Nitroglycerin, 1/100 gr^m, gives him relief The pain 
seldom lasts any longer than fiv'e minutes His systolic blood-pressure is 
200, the diastolic 1 10 His teeth are m poor condition, many are loose The 
heart is shghtly enlarged to the left The heart tones over the aortic area 
are accentuated and there is a slight systolic apical murmur There is a 
postoperativ'e hernia in the right lower abdominal quadrant The phj'sical 
examination is otherwise negative The urine is normal In this patient it 
IS perfectly evident that we are dealing with angina pcctons of effort and 
vascular hypertension 

The electrocardiogram in his case shows a left heart preponderance, 
otherwise a normal traang 

For the past year things have been going v’ery w'ell with him As long 
as he walked slowly and rested after his meals he felt perfectly comfortable 
He considered himself a well man On the morning of October 25, 1928 he 
was in conference with some of his officers Some big business deals were 
being put over and he was rather exated, although comfortably seated in a 
chair All of a sudden he experienced a dull heav'y' pain under the low er end 
of the sternum The pain was not severe enough to make him call in a 
ohvsician He stayed on and completed the business of the conference, but 
when he left the pam was still present He himself noticed the important 
fact that nitroglycerin did not relieve the pain this time as it usually had 
The pain lasted all night, but was somewhat milder the following morning 
In the conference room he felt slightly nauseated when the attack began, but 
did not vomit He v as never short winded and no cough developed Sev- 
ral days later he rei.orted at the office On the evening of his attack he said 
h felt feverish the office his temperature w^as 99 5° F and the white 
^ t 10 400 His svstohe blood-pressure was 174, the diastolic 120 
0^1* aU previous ccasions dunng the past year his systolic pressure has been 
no r Tne physical examination was otherwise negative The elec- 

Lca7di°o^m a this time revealed a cone-shaped inverted T wave in lead I, 

which IS a new f nding m his case 
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To siumnanzc then, in this man we have sudden substernal 
pain, heav}’- and dull m character, lasting for twenty -four hours 
or longer, not reheved by nitrogl> cenn, a slight fever, a leuko 
cji:osis, a fall in the systolic blood pressure, some nausea, and 
the sudden appearance of an m\ erted T wave in lead I of the 
electrocardiogram It is on these facts that I think a diagnosis 
of subacute coronary acadent is justified The patient is not 
laid up, does not go to bed, but continues ^\ith his daily work 
There has been an ocdusion of one of the finer twigs of one of 
the coronary artencs 


Coo IL — ^The second patient is a ^hlto man fift> six y-ean old He 
weighs 185 pound* and his health has been good all his life. He has had 
a periodic phyiical examination c\*cr> eU months for the past ten 5 cars His 
examining ph>iician declared he was alw*a>’B in good condition his unne 
normal and hi* s^-Btolic blood pressure was usually about 140 On Sep- 
tember 13 1928 he went to a baseball game feebng perfect!) well While 
being pushed about m a ctot.xI at the ball park he suddeni) had a sc\Tre 
in the jaw just in front of both cars He immediate!) became short of 
bi^th felt •^•eaL, and diw) As he expressed it, he began to spit cotton 
There wa» absolutely no pain in the chest and he had nei’er had a similar 
attack m his life before He sat through the baseball game but felt %’ery 
uoiM^ottable the pain in the jaw contmuod He went homo m an auto- 
^hfle did not take any supper and went to bed without calbng a physiaan 
He ^ restless all night and got very httlc sleep 

e next morning be felt very weak, was sweating all over and was still 
•tort winded The pain m the jaw still conUnued but was reader After 
^mg a ight breakfast he went to a hospital of his own accord and was put to 
hT-* *1 ^ be had a weak heart. 

^ hospital be examined the chart and found 

ttot h., bl^ pr«^re had fallen to 106 eyrtoln:. Hu temperature an. 
not know^"^ increased in nurfiber how much he did 

''It ™t„d C' ‘PP' ™ 100/64 m the 

toanTCrIo So ilT. "7 PP*'!'™ T>'' 

'l'«rcC^,^7':^^PPl',cnun™ter ITm unne wa. normal The 
QRS „mp,e. m lead fU C, ofC Jt«T " 

»>• unuiuallTdnte? 77 ^'°" cheat revealed a cardiac apex -which 

=^ry«m r°"u •“ 8 ®e»ted the po«iblllti of a panetal 

a tubacute '* tather conclusive that tide patient 

•Ubacute coronarj accident on September 13 1928 
13—31 
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To smnmanze then, the clinical features of subacute or 
milder types of coronary accidents are as follows The disease 
usually occurs in men past fifty years of age, men who give a 
history of angma pectoris, hypertension, or have evidence of 
artenosclerosis The attack of pain comes on suddenly, lasts 
for hours, and is not reheved by nitroglycerm Many of these 
attacks come on while the patient is at rest There is a fall m 
the systolic blood-pressure, a shght nse in the body temper- 
ature, and a mild leukocytosis Electrocardiograms usually 
show evidence of myocardial injuiy^ such as mverted T waves 
m either leads I or II, or both 

After some time the fluoroscopic evamination may add a 
bit of evidence such as a panetal aneurysm The features of 
collapse, shock, pericardial fnction-rub, and visceral endence 
of cardiac decompensation — features charactenstic of the acute 
coronary accidents m which a much larger vessel is obstructed — 
are lackmg 

Patients usually do not die from the effects of the milder 
types of coronary acadents, so that postmortem evidence is 
not available, but nevertheless the condition is a real clmical 
entity and much more common than is suspected To make the 
diagnosis one must keep the condition m nund 

I am mdebted to Dr James B Hemck for the pnvrlege of 
presenting these two patients whom he first saw in his pnvate 
practice 
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HYPERTHYROIDISM ASSOCIATED WITH ABDOMINAL 
LESIONS 

These 2 cases are presented not primarily to discuss hyper- 
thyroidism, although the first pahent was sent to the thyroid 
sen ice to prepare for thyroidectomy, but rather as examples of 
those complex problems in medianc which confront us at tunes 


Case L — ^Thi* patient a mamed •iroman of fiftj was admitted to the 
medical service (Dr Solomon Strouee) Nov'ember 20 1928 complaining: of 
^'cakness and excessi\-e nreatlnp one year sharp pam in the nght upper 
quadrant six to sev-en iveek* ago associated with feeling of fulness and nausea 
after eating and loss of appetite The excessive sweating wni present both 
day and night amounting at times to drenching night svxats Associated 
^th the upper abdomJaal pain was a dully sensation followed b> fo^r, and 
o^rional vunuting of yellow fluid containing food There T^-as no jaundice. 
Toe severe pains lasted about three or four weeks but the feeling of fulness 
^ nausea after eating persisted She lost about 20 pounds In weight, 
er trouble was sufficient^ 8c\Tre to keep her m bed most of the time during 
* weeks pnor to admission The most significant jioint in the 

past history was a panhj-stcrectomy performed nine j-ean ago seemingly for 
^contmence, but later she was told she had a tumor of the utenis, 

I menopause resulted The incontinence was relieved, but frequency 
urination both day and night and burning persisted Four years ago she 
Pad severe pain and stiffness in the back. 

'howed a -atU nourished mlddlc-nged wonoan 
mil« appeanng acutely ill Temperature P 9 J F 

»ere th! tongue, enlarged and red tons, i, 

finding! m the mouth The thyroid, eepedally the 
"t t''' Pntmnt had not been aware 

a'fintS'o" fi There we no patholopc eye a.gn. noted 

Ueht ^d finEcri and tongue e-na pretent The pupU. reacted to 

«»Pt ft aTTn convergence ee. good The long, were clear 

aoth?e tt POitenorly The heart 

*aj ,11.1,, I "nnu rhjehm regular The aortic Kcond soond 

E tij accentuated and there wa, a wft bloeing ijetohc murmur at the 
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apex, not transmitted Blood-pressure ^\aa 146/70 Tenderness on pressure 
Mas elicited in both upper quadrants of the abdomen and slight resistance 
n as present to the right of the epigastrium There were external and internal 
hemorrhoids 

Unnary findings -were normal The white-cell count was 11,400, other- 
wise the routine blood examination was normal Wassermann was negative 
She was unable to retain a gastric test-meal, but repeated examinations of 
vomitus after the test-meal showed an absence of free hydrochloric acid and 
a total acidity ranging from 43 to 0 One stool examination was positive for 
occult blood, but in view' of the hemorrhoids this was of doubtful significance 
Roentgenologic examination of the gastro intestinal tract showed several 
large stones in the gall-bladder and a colitis 

During the first five days of her stay in the hospital she had a low grade 
fever ranging from normal to 100 4° F , the pulse remained rapid, 110-120, 
in spite of bed rest, and she vomited almost daily and complained of abdom- 
inal distress On the socth day the surgical consultant advised cholecystec- 
tomy, the diagnosis being chronic cholecystitis and cholelithiasis Certamly 
a rational and proper procedure m vnew of the findings However, the next 
day a basal metabolism reading of plus 61 was obtained Attention was 
then directed to the findings possible of interpretation in the light of this 
latest laboratory finding Going back we have weakness, sweating, fine 
tremor of the hands and tongue, a tachycardia which persists after bed rest, 
a palpably' enlarged but not nodular thvroid, a soft precordial sy'stohc mur- 
mur, a blood-pressure of 146/70, even a low -grade fever w hich is not uncom- 
mon in thyrotoxicosis If this patient had a thy’rotoxicosis, a major abdominal 
operation would have been most unwise. Accordingly another metabolism 
test was made two days later This showed a rate of plus 67 Since both 
tests were satisfactory' so far as the graph and co-opcration of the jjatient were 
concerned, a diagnosis of thyrotoxicosis in addition to gall-bladder disease 
seemed justifiable Accordingly, on the advice of Dr Strouse, the patient 
was transferred to the thyroid group service for further study 

The thing which attracted my' attention first when I saw the patient 
was the pigmentation of the skin It was not the mottled reddish-brow'n pig- 
mentation of thyrotoxicosis, but a dark uniform brown or tan, most marked 
in the collar area, the forearms, axilla, under the breasts, ov'er the upper 
inner surfaces of the thighs, and in the gluteal folds The remainder of the 
skin had a caf6 aii latt color The patient was quite positive that this pig- 
mentation was a recent thing, dating it to about the time of onset of the 
abdonunal pain The sclene were not ictenc The liver was jjalpable m the 
epigastrium, but not tender In the gall-bladder area could be felt a small, 
hard rough mass, slightly tender, which was thought to be the gall-bladder 
fundus containing a stone Both cecum and sigmoid were tender The 
patient w-as womcd about herself and family and cried easily , but no more so 
than many hospital patients In addition to the findings noted while on the 
1 medical service, palpitation and pounding of the heart, sensations of 
r"t'and cold, pressure in the neck, nervousness, irritability, apprehension, 
fair ability to concentrate, poor memory, restlessness, apathy, muscle 
^ess lack of emotional control were elicited as further evidence of thyro- 
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toxjcosi? Howvxr, v,Tth ilic exception of the re^’tlc ■•jnr'va f tnu^ 

de Kcakrcss and emotional control thc^ s> mptoni. v re not marked 

The abdominal pnm fe\cr and \*omttinj, pti ^te I ilex J-cbem 3tr\ 
on December Nth 6hov.*cd non protein nitrogen 40 ui a I sjjj, r 7be 

direct ^‘an den Berph was negative the indirect fiiiil lfc)i\cd positive 
She was given Lugol a polution 15 niinimH three tun 1 ' i aia tmg Decern 
her 6th and continuing to December 27th On •>< Ivr 12th the basal 
rate Tas 4-583 Tlic temperature nt the tmu, < hi r lii ig i-aa 100 4 F 
rectallj Deducting / percent forapprovimni l\ t fl gicL ie\er the actual 
haaal ixading would lie 4*51 The temperature at 11 1 1 imi c t he two pret tous 
readings t\'aa normal Tlic pulse rate naa not dicrl cortinumg to range 
from 96 to 122 throughout the time Lugol a ^ lution n 1 giv-cn and it did 
not lecm to me that her nervousness or tmotn nal iiiM. ibjlit^ tvere improved 
^-^^rtainlj the vi'eakncas waa not but this \ Tia explained b later developments. 
On December 20th alight pitting of the abdonk-n cheat arms and legs 
noticed On December 26th the becantc auddcniv uxirae complained of 
extreme ti-eakncaa u-aa drowaj almost stupiorous Thu pulse was u-eak and 
rapid Pupils reacted aluggiahlj to light and were dilated The tongue was 
red drj and coated The pigmentation of tlie skin was deeper She bad 
ft^’KlentJ) lost considerable ^^ight Lungs were dear the heart tones weak 
Uil no enlargement could be made out The blood pressure had dropped to 
®^/60 The abdomen u-as soft flat not tender Urine uas scant contained 


• trace of albumin and the phthalem output was only 6 per cenL m two hours. 
*^'‘Wal temperature was 98 6 f x Rny of the chest on December 28th 
•bowed the right half of the diaphragm immobile and held vcr> high Non 
PJ^tem mtrogen waa 80 creatmm 2 unc acid 10 sugar 133 The possibility 
® adnjnal pathology was considered aa some cases of Addison s diaease aaao- 
'^tod With hypcrthjToidiam have been reported but on account of the high 
immobile diaphragm the possibility of a aubphrenic abscess was thought to be 
^ffiaently good to warrant exploration Accordingly laparotomy was per 
‘ormed at 5 p jj by Dr D C Straus 

liver was found to be studded with hard nodules and there were 
throughout the abdomen The gall bladder contained two large 
No abscess was found The abdomen was immediately dosed the 
®£nosii being diffuse carcinomatosis She died December 31st 

The organs removed at autopsy arc nou presented for j-our mspertion 
j. presents the most interestuig picture You will note the ^ 

°ior mas* occupying most of the right lobe also the smaller masses 

the hvTr These masses are compact homogeneous grayish w^te 

“for and not definitely outlined from the adjacent liver tissue. The 
mass was firmly adherent to the dbphragm accounting for the x ray 
In ^ Immobile diaphragm Next you will note the la^ ° 

tissue along the mesentenc attachment of the intest cs 
(lymph node metastases) were also found along the common on 
^t.c bile^lucts. and retropentoneally along the aorta, 

Saturn was thickened and studded with nodules The gall bladder co 
^ ‘h* large «on« you hen. wh.ch fch 

■Pfoen you see contain* several tumornodule* The head o P^i 
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apex, not transmitted Blood-pressure was 146/70 Tenderness on pressure 
was elicited m both upper quadrants of the abdomen and slight resistance 
was present to the right of the epigastrium There were external and internal 
hemorrhoids 

Urinarj' findings were normal The white cell count was 11,400, other- 
wise the routine blood examination was normal Wassermann was negative 
She was unable to retain a gastnc test-meal, but repeated examinations of 
vormtus after the test-meal showed an absence of free hydrochloric acid and 
a total acidity ranging from 43 to 0 One stool examination was positive for 
occult blood, but in xnew of the hemorrhoids this was of doubtful significance 
Roentgenologic examination of the gastro-mtestinal tract showed several 
large stones in the gall-bladder and a colitis 

During the first five days of her stay in the hospital she had a low-grade 
fever ranging from normal to 100 4° F , the pulse remained rapid, 110-120, 
in spite of bed rest, and she x omited almost daily and complained of abdom- 
inal distress On the sixth day the surgical consultant advised cholecystec- 
tomy, the diagnosis being chronic cholec>’atitis and cholelithiasis Certainly 
a rational and proper procedure in xnew of the findings However, the next 
day a basal metabolism reading of plus 61 was obtained Attention was 
then directed to the findings possible of interpretation in the light of this 
latest laboratory finding Going back we have weakness, sweating, fine 
tremor of the hands and tongue, a tachycardia which persists after bed rest, 
a palpably enlarged but not nodular thjToid, a soft precordial systolic mur- 
mur, a blood pressure of 146/70, even a low-grade fever w hich is not uncom- 
mon m thyrotoxicosis If this patient had a thjTOtoxicosis, a major abdominal 
operation would hate been most unwnse Accordingly another metabolism 
test was made two days later This showed a rate of plus 67 Since both 
tests w'ere satisfactory so far as the graph and co-operation of the patient were 
concerned, a diagnosis of thyrotoxicosis in addition to gall bladder disease 
seemed justifiable Accordmgl> , on the advice of Dr Strouse, the patient 
was transferred to the thyroid group service for further study 

The thing which attracted my attention first when I saw the patient 
was the pigmentation of the skin It was not the mottled reddish-browm pig- 
mentation of thyrotoxicosis, but a dark uniform browm or tan, most marked 
m the collar area, the forearms, axilla, under the breasts, over the upper 
inner surfaces of the thighs, and in the gluteal folds The remainder of the 
skin had a cafi au latt color The patient was quite positive that this pig- 
mentation was a recent thing, dating it to about the time of onset of the 
abdominal pain The sclers were not icteric The fixer was palpable in the 
epigastrium, but not tender In the gall-bladder area could be felt a small, 
h^d rough mass, slightly tender, which was thought to be the gall-bladder 
fundus contaimng a stone Both cecum and sigmoid were tender The 
patient was womed about herself and family and cned easily , but no more so 
^an many hospital patients In addition to the findings noted while on the 
ral medical serxnce, palpitation and pounding of the heart, sensations of 
r"t and cold, pressure m the neck, nervousness, irritability, apprehension, 

I r fa r ability to concentrate, poor memory, restlessness, apathx, muscle 
°eaVeL, lack of emotional control were elicited as further exndence of thyro- 
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toxkosts HovrcTCr with the exception of the restlessness fatigabllit> mus 
cle wcaknc« and emotional control these 8>mptoms were not marluKi 

The abdominal pain fcNtr and vonntmg pemsted Blood chemi^t^ 
on December l4th showed non protein nitrogen 40 urea 15 sugar 13J The 
direct \’an den Bergh was negative the indirect faintly dclaj-cd positiNc 
She was given Lugol s solution 15 minims three times a da> starting Decern 
ber 6th and continuing to Deccmlwr 27th On IX'Ccmbcr I2th the bawl 
rate was 4-583 The temperature at the time of this reading was lOO 4 F 
rectallj Deducting 7 per cent forapproxiniatelj I degree of fc\-ur the actual 
basal reading would be -fSl The temperature at the time of the two prcMOUs 
readings was normal The pulfic rate was not affected continuing to range 
from 96 to 122 throughout the time Lugol s solution was gbrn and it did 
not setm to me that her nci^musness or emotional instability were improt’cd 
Certainly the weakness was not but this wa8 explained by later devTiopments 
On December 20th slight pitting of the abdomen chest arms and legs 
was noticed On December 26th she became suddenly worse complained of 
extreme weakness, was drowsy almost stuporous The pulse was weak and 
rapid Pupils reacted sluggishly to light and were dilated Tlic tongue was 
red dry and coated The pigmentation of the akin w'as deeper She had 
evidently lost considerable sk-cight Lungs were dear the heart tones weak 
but no enlargement could be made out The blood pressure had dropped to 
84/60 The abdomen ft-as soft flat not tender Urine ^\t9 scant contained 


atraceofallwmin and the phthaleiti output was only 6 per cent in two hours 
Rectal temperature was 98 6 F x Ray of the chest on December 28th 
showed the tight half of the diaphragm immobile and held \‘cr> high Non 
pmton nitrogen was 80 crcalinin 2 unc netd lO sugar 133 TTic possibility 
of adreatl pathology was considered os some coses of ‘\ddison s disease asso- 
ciated With hy'perthyToidism have been reported but on account of the high 
immobile diaphragm the possibility of a subphrcnlc abscess urns thought to be 
•efficiently good to warrant exploration A^ordingly laparotomy was per 
fonaed at 5 p u by Dr D C Straus 


The liver was found to be studded with hard nodules and there w'cre 
Modules throughout the abdomen The gall bladder contained two large 
^nes No abscess was found The abdomen was immediately dosed the 
'hagnems being diffuse caranomatosis She died December Slet 

The organs remo\Ted at autopsy are now presented for your inspection 
he h\Tr present* the most interesting picture. You will note the large 
^cupying most of the nght lobe also the smaller masses scattered 
m ^ These masse* are compact homogeneous grayish white 

definitely outlined from the adjacent liver tissue The 
fedinrr dbphragm, accounting for the x ray 

of an mobile diaphragm Next you wiU note the large masses of 

Tumor 

Ixte-ducti and retroperitoncally alone the norta. Tlic wlvic uarintal 
wa. tlnckcnri and .tuddad a.nth nodule. The gairbladd^ con 
cd the two large atones you see here which wen* ff.if v^r 
tplw. you *e contam. Kveral tumor nodule.. The head of^he 
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feels firm and these lymph-nodes which were adjacent to i^ contain tumor 
tissue The kidneys show some clouding and swelling of the columns of 
Bertini, but do not grossly account for the suppression of renal function 
The adrenals are small, the medulla appears cystic, and the entire organ rather 
atrophied This may in a measure account for the pigmentation of the slun 
The thyroid weighs 40 grams, there are no nodules, the cut section has a 
diffuse amber colloid appearance, and the organ appears to be made up of 
numerous colloid droplets The heart and aorta are espeaally interesting in 
view of the physical findings You will note the marked degree of intimitis 
of the proximal portion of the ascendmg aorta In places the intima is cal- 
cified, sclerosed, and even ulcerated These changes extend down to the 
valves and surround the mouths of the coronary vessels The valve leaflets 
themselves are not involved in the process, however ^Vhen you recall the 
definite and constant murmurs heard in patients with syphilitic and sclerotic 
aortitis with far less gross pathology it is difficult to understand the vague 
and certainly inconstant murmur in this case Furthermore, the only time a 
murmur was heard, it was at the apex and not transmitted The mitral valve, 
as you see, is somewhat atheromatous 

The condition appears to be a pnmary carcinoma of the liver but we must 
bear in mind the pelvic tumor which was removed four years ago 


Case IL — This second patient, also a woman, was referred by Dr G J 
Hagens She was sixty years old and had been troubled wnth abdominal 
discomfort, inability to eat solid food, loss m weight and strength for about a 
year The first day I saw her (August 4, 1928) she had had a profuse epi- 
staxis which required packing to control Examination at that time (in the 
home) showed a rapid but strong pulse, blood-pressure 172/80, temperature 
100 2° F , marked cachexia, a palpable, enlarged, nodular thyroid, slight 
enlargement of the heart to the left, a blowmg systolic murmur at the apex, 
transmitted toward the base, t e , heard with about equal intensity over the 
precordium to the left of the sternum, scattered moist rfiles throughout the 
nght lung posteriorly', a moderately distended abdomen, slight edema of the 
ankles Chief interest centered in the abdomen In the outer portion of the 
nght upper and rmddle quadrants was a hard irregular nodular mass the sue 
of an average grapefruit It was not attached to the antenor abdominal 
wall nor did it seem to be continuous with the anterior surface of the liver, 
the edge of which could be felt about a fingerbreadth below the costal margin 
It moved wnth respiration and was quite tender It did not fluctuate 

After considerable persuasion the patient finally consented to enter the 
hospital for detailed study and was admitted to the Chicago Memorial Hos- 
pital on August 13th u i-,. 

In addition to the points mentioned above the detailed history brought 

out the following facts A progressive loss of SO pounds in the past year, 
la of over four months’ duration, a known hypertension of about 
meht^ months, intermittent attacks of lower abdominal pain of seven to 
^ht months’ duration, becoming steady two weeks prior to admission, 
cnmetimes assoaated with nausea, but never xomitmg, constipa- 
f many vears’ duration, occasional “black" stool, a dry cough of three 
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to four months duratten graduallj becoming worac sense of fulness in the 
throat (thyroid region), and a very dry throat and tongue. About three 
weeks before admission she had a chill lasting about two and one half houni 
tolkiwed apparently by feier Except tor an attack of jaundice twenty fite 
years ago the past history was unimportant. The teeth had all been ex 
traded In March, 1928 The admission examination showed pulse 100 
respirations 20 temperature lOOJ T blood pressure 146/70 The apex 
Impulse was diffuse hcaynng forceful There was slight collar pigmentation 
also some of the forearms a fine tremor of the hands and tongue and marked 
mutde weakness. Eye signs were absent Otherwise the findings were the 
same as aboie 



Fig 79 


ih. exammations showed a good output a faint trace of 

albumin many leukocytes, a few red blood-cens and kidney cells There 
™ no definite bematuna and the guaiac test was negative. Hemoglobin 
4 220 000 and white blood-cells 14 000 
showed a slight increase In polymorphonuclear cells Waaser 
trace P™bnn nitrogen 38 sugar 91 Stools contamed a 

aietabohsTr^. '^™’ Sputum was negative for tubercle baalU Basal 
the ^ “ P't ott repeated examination At the tune of 

Di.ri u ^ at the time of the second 98 6 F 

this could account for not more than 21 per cent of the metabohe rate 
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increase at the most, and this is probably a liberal figure, since at the time the 
tests M ere actuallj run the tempierature \ras normal or practically so and did 
not rise for some hours afteniard The chief interest centered m the gastro- 
intestinal T-raj examination Figure 79 is a plate made six hours after taking 
the barium meal Although swallowing the barium mixture had not mduced 
coughing, the possibility' of an esophageal fistula w as considered Accordingly, 
a second meal w as gii'en and its progress carefully obsen'cd fluoroscopically 
The esophagus was clear, the stomach contour norma) Shortly after entering 
the duodenum a column of banum was seen to ascend at right angles to the 
cap for about 10 cm and stop Shortly afterward the branch-like arrange- 
ment seen in Fig 79 appeared Plates were taken immediately, one of 
which IS reproduced here (F ig 80) The outlines of the abdominal mass can 



Fig 80 


n (arrows) Some of the barium appears to be within the mass, some 
f T wathin the liver shadow Dr Landau mentioned that he had seen a 
° ',ar condition in a patient at the Oak Forest Infirmary The patient 
f d to permit an exploratory laparotomy and remained in the hospital 
da^ The pulse-rate ranged from 96 to 100, corresponding to the 
Zlt ele.'nuon m temperature Those of you who were at the clinical con- 
^ natient was first presented wall remember that opinion as 

ference w en d,^^ded between a neoplasm, probably of the 

1 - 1 , obstruction of the cystic duct, and an enormously dilated 
gall-bladder wi emitted of regurgitation of the duodenal contents, and 

common duct wnicn peio*"- 
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an old ottio duct obrtniction «ith «ul»cquent htdrops of the gall bladder 
which became adherent to and finnllj ruptured into the duodenum in the 
meantime becoming plastered ot-cr with omentum and adhesions until the 
mass, as n-c found it was formed I think it is impossible to say -nhich is 
correct, os the tj-mptoms could well be etcplained by cither condition How 
ever »e can say definitely I believe that the chill persistent low grade fever 
and the distress after taking solid food irere caused by Infection in the bile 
passages resulting from the occumublion of duodenal contents 

At home the patient went steadily ilown hill losing progressively m 
weight, strength and mentality She developed a rectal fistula and on De- 
cember 4 th a parotid abscess Tins latter was due no doubt to the diffi 
culty in kecpiog the mouth clean She was readmitted on December 6 th 
and the abscess drained by Dr P S Clark For a time she seemed to im 
prove, but finally became comatose and died December 16 th Autopsy was 
refused 


Discussion — ^In revicmng these 2 cases one question which 
interested me was whether we were dealing with hirTyerthyroidism 
plus an abdoimnal lesion or whether the sjnnptoms and phjisical 
findings indicative ot hjTycrthyrmdisin could be accounted for 
by the abdominal pathology In both cases i\e were dealing 
with low grade infections, and m one, and probably in both, 
with widespread cancer Here we have the wcahness and loss 


in Weight, fatigabdity, sweating and tachycardia accounted for 
The emoDonal instability and nervousness were not marked m 
the first case and in the second the mental detenoration obscured 
the picture. Tremor was not marked in either case and might 
be accounted for by the weakness Neither patient had an ex- 


cessive appetite, but this symptom is of no value in considering 
hyperthyroidism because of the abdominal pathology The 
blood pressures while suggestive ate not conclusive. In Case I 
the readings are not abnormal for the age and m Case n there 
was enough artenosclerosis to justify a hypertension That 
us to the basal metabohe readmgs and the question 
Could the readings hav^e been 
aepted for by the low grade infectious processes, or the 
Tb “ combmauou of both? It is prob- 
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sections of the thyroid of Case I ■will not help much, smce she 
had had Lugol’s solution, and it has been sho'wn that under the 
influence of such medication the gland, although hyperplastic 
to begm "With, reverts to normal microscopically Neither case 
had more enlargement of the gland than is frequently seen in 
this region m normal mdmduals One suggestive fact is the 
comparatively httle effect of lugohzation on the metabohc rate 
and other symptoms At least the effect was less than we are 
accustomed to observe m similar uncomplicated cases here 
Assummg that the first case had not had cancer, what should 
have been the procedure^ I think m "view of our present knowl- 
edge the plan we were followmg was the correct one That is, 
to give the bihary tract infection a chanc6 to subside and at 
the same tune prepare the patient for thyroidectomy, do the 
thyroidectomy first, then later, when the patient’s condition 
warrants it, the cholecystectomy This plan, of course, ac- 
cepts the coexistence of the two diseases which at present we 
would have to do, however much we might speculate on the 
possibihty of a smgle explanation for the whole picture In 
the second case, knowing we were dealmg mth an abdominal 
mass, possibly cancerous, my plan was to lugohze the patient 
as though preparmg for thyroidectomy, but at the opti m u m 
pomt to do the laparotomy If the impression of cancer were 
confirmed, then nothmg further could have been done If the 
mass were not cancerous, then the mdicated surgery would 
have been performed and we would have prepared to fight a 
postoperative mcrease m the thyrotoxicosis and do the thyroidec- 
tomy as soon after the first operation as conditions warranted * 

1 Microscopic sections of the pancreas from Case I showed a pnmary 
caranoma of the head It is interesting that a pnmary lesion so small as to 
escape gross detection should hate caused such extensne metastases 
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Research and Educational HospiXiU. of tiie University of 
Illinois and the Grant Hospital 


STRICTURE OF THE ESOPHAGUS 


Esophageal pathology has alwaj-s been of extreme mterest 
to me because of the assoaated anatomic considerations that 
so \ery frequentl} present themselves as explanatory factors 
I wish to present a case at this tune which I belIe^ e is mstructive 
m manj phases 

A white male diaufFeur twcnt>*€lght year# of age weighing I3S pounds 
'■rat referred to our dime at the Research and Educational Hcapital of the 
Univ’emty of Illmoi* by the Board of Paroles of the Stats on January 4 
1^7 presenting the following aymptoma Difficulty in swallowing of four 
duration and inability to elevate the left arm abow the shoulder 
The paUent states that on August 21 1926 while engaged m a 
J^dlyikirmah in the state penitentiary one of the inmates slashed the left 
, neck with a sharpened nail file considerable bleeding followed but 

''Vund soon healed E\'cr since the aeddent he noticed the impaired 
of the left shoulder and difficulty in swallowing 
-S^irtory— Essentially negatn-c. 

amtJy ffist^ry — Is of soaal Interest inasmuch ns it consisted almost 
y of pardons and jail sentences 

ExcminaiKm — ^Thc patient was appiarently well preserved and 
^ ^Joy'ing life The lungs 6how*ed no findings and the abdomen was 
wtlrely negative 

— There was a deep bluish jagged scar extending 
left posterior border of the left stemomaitoid musde 




border of the laryngeal cartilage The larynx was markedly 
presented several areas of anesthesia. The upper 
^ •*'^*^ocleidoniaHtoId muscle was definitely retracted proxiraally 
^ ®^rating its lower segment The txapenus rausde shois'ed 
signs of atrophy The left shoulder was extremely lower than the 

biuonai ^ secondary anemia apparently due to insti 

•^ther than to loss of Appetite The Wassermann reaction was 




Fig 81 — Esophageal stncture Sho’^6 the anteroposterior view of the 
esophageal obstruction at the uppier portion of the esophagus 



■t 



Fi. -Esophageal stncture Shons the lateral vien of the esophageal 
^ “ obstruction 
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strictore of TIIF ESOPJE\rus -103 

ncjitut. Aro«itstnoIopcoatniiulloniTi.iilfonJanuja 1^ 192. 

an oirtnictmi al»\t the npigloltu. , , , usn, n 

E.afiar.Kcfr-Sto’™ totnm ot ihn lott wl coM “"J » ' 

conrtndlon on the Wt «de In the Er.1 portKm o! the th.. 

phatynpjl cun-atnrn. The oatrKi.1 sinctore «« nurltHl)} eh rated ami 
pak ra color At the nme utung a 20 F boupe »« paied »ith ct.mnlrrahle 
diBkulty and «ut»equcnt dilalationj «rc attempted. Ftcdurtit ihlitatinnt 
were made— the largeet boope pa3,«cd *a> a 2’ F 


PiscuSEion — The most frequent cauec of ofatricinl stenosis 
of the esophagus is acadentat svrallomng of caustic alkali 
The Dcalnaal stenosis of the esophagus from instrumentation 
composes a aerj small percentage of all stnclurcs of the u<oph 
agus. The s)Tnptoms arc those of progrcssite dj’sphagia, loaS 
of iraight, and regurgitation The rcgurgitalion ma) set in at 
short mtenals after food intake, depending upon the 'ilc of 
the stneture, the dj-sphagia becomes etirtent first upon intake 
of dry food or sohd food, and as the disease progn.ssc!i and 
the stenosis becomes more marked rUflicultj in swallowing is 
also uutiated bj fluids 

The prognosis in these cases is discouraging The methods 
ol dilatation are dangerous inasmuch as the pressure necessary 
to dilate a stneture almost im-anably results in perforation ot 
the esophageal viall Wth the aid of the csophagoscopc bougin 
age treatments arc favorable, depending on the degree of fibrous 
ttar formation and the ate of the stneture In Ughlly stenosed 
d a gastrostomy is done early good results may be ex 
pert , the advantage being that the esophagus is put at rest 
ea e accumulation o! scar lonnation thereby arrested 
lev h mability to raise the left arm above shoulder 

el, the retraction of 4c Blcmoclcidomastoid muscli., and 
Eop y of the trapemus would naturally imply injury to the 
su^i ^ 1 ^ ^uueth cervical nerves and the spinal accessory re- 
F y The patient was observed at the chnic for about 
^ months, dunng which Umc he was dilated about once 
the largest bougie passed bemg 22 V Ho boat con 
'Werttble weight and became weak A gastrostomy was advised 
“ a prophylactic measure, but the patient did not wish to 
the advice, and did not return for further ohaervaOon 




A SILEUT CARCnJOMA OF THE STOMACH 


R. H a white male miner Wte j-emi of OS'. “®'; 

October 22 1928 etating that a neiEbborhood phj-elaan M ® 

LU^tioa for fifteen j^re. but that he 
(«t two 5 -ear. .naerauch a. hi. treatmenu did not help h.m onj 
e»ent«I «n,pl..nt. were epigartr.e dirtrew t-arymg from one o th^ 
after meal, with coniidcrahle ciagEemtion of the dirtna. bj fatty foods. 



83 — Carcinoma of the ftoinache Shows a large number of filling 
tbe lesser curs-ature of the stomach. The anw points to the 
airvature of the stomach 

of abdominal distention d>’tpnea on exertion noctuna, 
^ STeJUng of the lower extremities In the last two years he had lost about 
P*^^ds The post hlstor) ts essentially oegativ'e. 

1 , Sxanjfncdfon — On examination patient appeared considerably 

^ 1 ^d had a marked yellow ish tinge in the skin, showing 

ce of marked wasting The heart and chest were negative The 
49S 
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abdomen was flat and on palpation a large mass was felt m the left upper 
quadrant, extending to the level of the umbilicus, the mass was irregular in 
outline, hard, and tender on manipulation 
Unnalvsis — Negative 

Blood Analysts — The red blood-cells number 2,640,000 white blood- 
cells 10,800, hemoglobin 45 per cent The Wassermann reaction negative 
A roentgenologic examination made on October 27, 1928 showed that 
there vere numerous irregular filling defects, finger print in character, ex- 



pjg gj, Carcinoma of the stomach Shows the same senes of films six 

hours after intake of banum meal 


tending into the lumen of the stomach, suggestive of mallgnanc^ of the stom- 
ach A gall bladder nsualization outlined the gall-bladder very poorlj 

Stools were positive for occult blood in all specimens collected for nine 

analysts showed no free h>drochloric acid The total aciditv was 
10 degrees, the test for lactic acid was positive The contents were positnc 
for blood, no Opplcr-Boas bacilli found 


A SILENT CARCINOMA OF THE STOMACH 
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stomach"®°ne 

““ition ,s the comparati^ P°“‘ deseninj 

presence of such an enormous symptoms m the 

tthre bed of the stomach saTT’ 

me absenceTft^nf "T'" 
that the mal:gn™r'tl^°'^‘^^P°"'=^‘«>°g'y 
OI greater curvature anA ^ ^ « either m the 

25 per cent effect tf^T" “'^olve the 
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of proper emptying or gastric function m general About 80 per 
cent of all gastric caranomas complam of loss of appetite 
The pain of cancer of the pylorus is invariably m the epigastrium, 
while that of mahgnancy of the lesser curvature is very fre- 
quently m the mterscapular region Regurgitation or vormt- 
mg occurs m all cancers of the stomach as the disease progresses, 
but IS a late manifestation m those of the lesser curvature or m 
carcmoma of the gastric wall It is important to look for early 
fixation of the tumor due to the fact that the lesser curvature 
has a tendency to early mvolvement of ad3acent organs 

Surgical mterventiOD was not advised m this case, inasmuch 
as so httle of the normal tissue remamed with which to make 
an anastomosis 

The patient was discharged from the hospital and advised 
to return for observation 



dicerative couns 


Z"Z. or «<^. ™ 

from fi« to Eftctn daUj, contoioing ■wsiblc blood mocuj and r«« >to r: ^ 
cooddmHe abdominal crampinE wpcoalli roarbcd at the m.tiat.on o 
defecation reflex. In the pa»t feven weU he haj lost about 25 pound, 
pown propetsvely waher, and was oblijed to pt-c up hit 
confined to bed. HM temperature rtned from 96* to 103 F and poL'e iron: 

72 to 124 Respiration 22 to 3d t r r 

Phytxc«i mmincStem ti negati\‘e with the poMible csception ol a lew 
wgtestive lAlei m the left lane A roentgenologic c»tmnation of tlj« chest 
iboTred lome caki&ed nodule* m the lower lobe with exaggeration of Imear 


marlangB of the lower lobe*. 

Untalytu — Neg*ti\e 
Wuaermann reaction was oepitK'e. 

Blocd-cowil ahon'cd a moderate secondary anemia with n leucocyte count 
tA \6 400 apparently explanatory of the toxic temperature, 

careful search for paraaitea was made bat none woi found 
Tmlcscopy examtnaUon rc\'ealed two terminal ttagtai of ulceratit'c colitis 
*3 well descriW bj Buie of the Mayo Oioic. The entire colon In tlic dittal 
15 hiche* was nddkd with miliary ahscei* formation and uktrations which 
Hed reidUy upon the slightest roaaipulatiofL The mucosa of the cokm m 
no ulcere were present wai maricdly edematous and dcimd of the 
pmVrth ^•elvet> loiter 


^^httusslcm — A smear was obtained through the proctoscope 
^ culluitd and subcuUured bactcno\ogical\> The following 
’^ttaiRere isolated from the culture Baollus coli, B wdchi, 

1 Gtsm posiuve diplococcus lancet shaped, belonging to the 
^tococcua vindans group, thia non hemolytic streptococcus 
nua. gpj55 negative reaction on lactose, maltose, mannite, 
“"M, and mulm. 

A^f^lent autogenous vaedne ms then prepared and 
dos« ^ siilbaitaneously m progressively mcreaamg 
^ at^^ ^t^als. This treatment, however, did not 
^ The patient was placed on a low residue diet oi high 
Wun AntisepUc irrigations of silver nitrate were 

esc measures were corabined with opium and tannic 
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acid medication by mouth m order to curtail the diarrhea and 
bleedmg The patient ralhed along, but grew worse, became 
more toxic, the temperature rose to 104° F , and vomiting ensued, 
so that he was hardly able to retain any nounshment 

As a last resort a Mikulicz operation was performed and 
imgations subsequently mstituted through the cecostomy open- 
ing The patient got along very nicely for seven da 3 '-s, gaming 
weight, and remainmg free of temperature One mornmg at 
six the nurse reported him dead in bed Unfortunately no au- 
topsy was obtamed, so we are stiU at a loss as to the definite 
cause of his sudden death 
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STRUCTDHE OF THE THYROID GLAND IN TOXIC GOITER 

Recently the structure of thjToid in tone goiter has come 
mto the hinchght again, with particular relation to the 'O-callcil 
tone adenoma of the thyroid, and the separation of the th\ roid- 
gland sjTidrome into tn-o dinsions (1) txophlhalmic goiter am) 
(2) tone adenoma (Plummer Mai-o Clinic) 
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Remhof and Dean Lewis, m matenal from Johns Hopkms 
Hospital, have from a pathologic viewpoint thrown definite 
doubt upon the vahdity of the toxic adenoma as a chnical entity 
It has been shown by Remhof that the structural form of the 
thyroid undergoes modifications which should reflect the changes 
of functional activit}', mdicated seemingly by the chnical im- 



Fig 87 


provement of the toxic thyroid under iodine therapy This 
structural modification seems to them to consist m the conver- 
sion of hyperplastic and hjiiertrophic gland mto a simpler 

colloid type , , j . r 

One feature not usually accentuated in the consideration of 

the thyroid gland from a pathologic point of vien is the Ijmiphatic 



into the lollide wuh .n 

in colunu 


'■^■»i». >. 

«« here seen that P'“^"“'^etaph below 

ot the fidd The ^ 

ixx,rly filled type, the 

old There is little evider 
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hyperplasia or hypertrophy except on the part of the lymphatic 
elements 

The central areas of these lymphatic germinal areas are 
made up of lymphoblasts, many actively imtotic figures are 
present 



p 89 — Shows a thyroid of alveolar structure the acini lined with 
flattened epithelium and containing little colloid with areas of bmphatic 
hyperplasia and degenerative changes m the interstitial tissue 


It is of mterest that the lymphocj^te count in some of the 
more toxic cases was occasionally ver>^ high (50 to 70 per cent 

small l}mphoc}'’tes) j i j i- + i. 

In 2 cases massage of the thyroid gland for ten minutes tv as 

foUowed by an mcrease of Ijnnphocytes m the crcnlatmg blood 

a 1 case this mcrease was from 40 per cent pnor to massage to 



siRUCruEE or ihvpoid giao r- 


78 per cent sn houri aftemrd. Ii _ie tnEr rj-r iz -rn ~ 
massage was attempted, the mcrcii;T^fr-c:~ 
total Tfo control b\ massage t!s^3ur' — ~ 

In 1 case of tone goiter an mcmisea iesa. — -■ — 

followed a fifteen mmnte nussare o. ^ ^ a _er c: n 'tt 




^ fi. •'/ . 

4- 
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fl^tory reacton, but is a coUectiou of lymphoid germinal 
areas with foa of lymphocyte production, rather than lympho- 
cyte mvasion ^ 

Th^el^phatic germmal areas present some problems upon 
winch further data should be given The question as to the 
relation of these lymphocytic areas to the regeneration and to 



Fig 91 


the cydic structural changes m the gland should be answered 
The fate and future of the lymphocytes produced by these 
areas should be of mterest Maamow has recently shown the 
growth capaaty of the lymphocyte, and, m spite of the limitation 
imposed by the germ-layer theory, the anatomic position of this 
lymphatic group might prove of further mterest 

It may be seen that the structure of the thyroid in these 
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tern Tte cases present a 
point of diSeience 
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Fip, 91 and 92 — ^Shcmng a lobalc ol th* more commoo t> pe of structure. 
Lifit alveoU filled vith colknd flattened lining ceOs and httle c^ndenct ol 
li>-perpia*uc change The Wgh naagoificatkm show* the characteri of the 
cell* Iraing the aaoU No celhibr atructure between acini the acmi bang 
duecdy contigttou* to one another 


piobltia ol \iie etiology ol the I'lmirftA syndrome assoa 
ated Tnth pathologic changes in the thyroid remains an open 
problem ol interest Tlespate the recent ■vroth m this direction, 
the nujor problem ol lunctum ol the gland, remains nnansweted 
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The isolation from the th}Toid gland of an lodm compound, 
thyroxin, by Kandall and its further identification by Hamngton 
throw only a partial light on the function of the thyroid gland 
itself It IS possible that the thyroid gland produces no com- 
pound similar to this in its normal cj^cle of physiologic actl^nty 



p 93 sho\\ ing tj pe of epithelium lining alveolus, and cushion forma- 

tion beginning papdlaiy ingroirth m thyroid, showng moderate gland of 
hyperplasia with incomplete loss of aheolar arrangement 

The changes m structure of the gland should reflect the 
demand of its funcUon and further knowledge concermng the 
significance of the structural change is much to be desired 
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of thyroid of marked cellular rtnjcture TMth 
®oned aani and cellular interacinor structure of solid pattern 
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i, 95 96 —Showing evidence of hyperpla*ia and hvwrtrr^u " 

retention of ah-eolar ttructure. partial 
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